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ABSTRACT

AN

CONTRACTING AND CLIENT SATISFACTION:
INQUIRY INTO THE DELIVERY OF EFFECTIVE NURSING CARE
May 1983
Eva Ann Sheridan,
M.S.N.
Ed.D.,

B.S.,

Boston College

University of Pennsylvania
University of Massachusetts

Directed by:

Dr.

For the past decade,

Robert L.

Sinclair

nurse-client contracting has

been used with increased frequency by nurses in many
health care settings.
to determine

The major purpose of this study was

if contracting significantly influenced cli¬

ent satisfaction with nursing care.

A second purpose was

to examine the effect of nurse locus of control on client
satisfaction,
was not used.

both when contracting was used and when it
Five dimensions of satisfaction were iden¬

tified as the dependent variables.
tion with the nurse;

These were:

with nursing process;

with the relationship;

satisfac¬

with outcomes;

and with involvement.

The study was conducted by using an experimental de¬
sign and a

field study approach.

Fifty nurses in 11 Vis¬

iting Nurse Agencies in western Massachusetts volunteered
for the study.

After Rotter's Internal-External Locus of

Control Scale was administered,

viii

26 volunteered to learn

nurse-client contracting and 24 volunteered to be in the
control group.

All of the nurses maintained a record of

clients admitted to their case load,

who were visited at

least three times over a three month period.
of this time,

At the end

a researcher-designed Client Satisfaction

Questionnaire was sent to 316 clients who met the cri¬
teria.
Of the 131 respondents,

21 of the 77 clients in the

experimental group had contracts with their nurses and 74
clients comprised the control group.
and T-tests were used to test

Analysis of variance

five hypotheses which gave

direction to the study.
The results showed three important findings.

First,

there was no significant difference in client satisfaction
when nurses learned or used nurse-client contracting and
when they did not.

It was observed,

however,

that the

mean scores were higher in the experimental group in all
dimensions of satisfaction.
with internal

Second,

clients of nurses

locus of control were more satisfied than

their counterparts who had nurses with external locus of
control
process,

in the dimensions of satisfaction with nursing
relationship,

and involvement.

And third,

there

was significantly greater satisfaction in all dimensions
between clients who contracted with internal locus of con

ix

trol nurses and their counterparts who contracted with ex¬
ternal locus of control nurses.

It was generally con¬

cluded that nurse-client contracting is a means of deliv¬
ering effective nursing care,
have internal

particularly when nurses

locus of control.
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CHAPTER

I

INTRODUCTION

In the health services,

the trend toward the devel¬

opment of collaborative relationships between profes¬
sionals and consumers has crested as one of the impor¬
tant movements of the past decade.

Nursing has contrib¬

uted significantly to this trend by designing a variety
of ways to

facilitate consumer involvement.

One of

these methods is nurse-client contracting.
First used in the early seventies,
contracting has taken many forms;

nurse-client

however,

the purpose

of encouraging client participation in decisions about
health care goals and activities has remained constant.
In one

form,

the contract specifies rewards for goal

achievement while in the others the contract represents
the relationship between the nurse and client and spells
out their corresponding and complementary responsibili¬
ties.
Contracting with external reinforcements has
been judged to be effective in changing specific,
health-related behaviors,

particularly in the areas of

compliance with medication regimes and health care

1

2

follow-up.1

Contracting has not been systematically

examined from the perspective of clients.
Although general attitudes about the creation and
use of nurse-client contracting have generally been pos¬
itive,

some nurses have wondered if contracting might be

perceived as being too

"business-like,"

2

and thus in¬

terfere with the development of helping relationships.
It

is

important at this juncture to resolve whether or

not clients are receptive to this new approach before
it

is used more extensively in nursing practice.
The construct of client satisfaction has been used

in nursing and in other health disciplines to make such
judgements about health care practices.
son,

For this rea¬

it seems an equally suitable indicator of the reac¬

tions and receptivity of clients to nurse-client con¬
tracting.

However,

it should be noted that satisfaction

is a complex construct and the attributes and attitudes
of the person using a particular approach may also in¬
fluence how that approach is perceived.
One such attribute is the nurse's locus of con-

lsusan B. Steckel, "Contracting with PatientSelected Reinforcers," American Journal of Nursing 80
(September 1980):
1596-1599.
2Ann Sheridan and Ruth Smith, "Student-Family
Contracts," Nursing Outlook 23 (February 1975):
pp.

114-117.

3

trol,

that is,

the degree to which the nurse perceives

control in relation to events and outcomes.

Defined by

Rotter as the internal-external locus of control,"5
this construct may be relevant to understanding any
relationship that exists between client perceptions of
satisfaction and nurse-client contracting.
nurses who have internal locus of control,

For example,
that is,

a

belief in the ability to control reinforcements may pro¬
duce different levels of client satisfaction than nurses
with external locus of control who believe that
outside themselves are sources of control.

forces

Further,

beliefs of nurses as manifested in locus of control may
influence the way that nurses work with clients regard¬
less of a clearly identified method or approach.
Before nurse-client contracting is recommended as
a method for achieving a mutual participation model
nursing practice,
of this

for

it is important to assess the results

innovation in terms of client satisfaction.

Then nurses can decide to retain,

modify or discontinue

nurse-client contracting in professional practice.

^Julian B. Rotter, "Generalized Expectancies for
internal versus External Control of Reinforcement,
Psvcholonical Monographs 80 (Number 609, 1966).
pp.
1-25.

Statement of Purpose

The major purpose of this study was to determine
if nurse-client contracting significantly influenced
client satisfaction with nursing care.

A secondary pur¬

pose was to examine the effect of nurse locus of control
on client satisfaction.

Several dimensions of satisfac¬

tion were identified as the basis

for determining the

level of client satisfaction when nurses used contracts
with clients to mutually establish goals and activities
for nursing care and when contracting was not used.
The

following

five null hypotheses were tested:

I. There is no significant difference in client sat¬
isfaction when contracting is used to mutually es¬
tablish goals and activities in nursing care and
when contracting is not used.
II. There is no significant difference in client sat¬
isfaction when nurses have participated in learning
about contracting and when nurses have not parti¬
cipated in learning about contracting.
III. There is no significant difference in client satis¬
faction when nurses have internal locus of control
and when nurses have external locus of control.
IV. There is no significant difference in client satis¬
faction when nurses with internal locus of control
learn and use contracting, learn and do not use
contracting and do not learn contracting, and when
nurses with external locus of control learn and
use contracting, learn and do not use contracting
and do not learn contracting.
V. There is no correlation between selected nurse

5

characteristics such as age, educational prepar¬
ation, and professional experience in nursing and
perceptions of satisfaction by clients.

Definition of Terms

For the purposes of this study the following defi¬
nitions of key terms were used.
Client.

An individual who is provided nursing ser¬

vices through a community health agency in western Mas¬
sachusetts.
Community Health Agency.
Agency

Any certified Home Health

in the Directory of the Massachusetts Association

of Community Health Agencies which provides skilled
nursing care services to clients who reside in Health
Systems Area
Nurse.
diploma,

I in western Massachusetts.

4

A registered nurse who is a graduate of a

associate degree or baccalaureate program in

nursing.
Contracting.

An interpersonal process through

which the nurse and client mutually participate in iden¬
tifying goals

for health and nursing care and the activ¬

ities required of each to reach these goals.

^Massachusetts Association of Community Health
Aqencies, Directory of Certified Home Health Agencies
in Massachusetts 3rd ed. (Waltham, Mass.:
Massachuse11s
Association of Community Health Agencies, circa 1980;.

6

Contract.

A written working agreement,

ously renegotiable,

continu¬

between a nurse and client,

in which

client-centered goals and responsibilities of each per¬
son involved are made explicit.
Client Satisfaction.

Client appraisal of the de¬

gree to which expectations related to the nurse,
process used by the nurse,
being,

or have been,

the

and the outcomes of care are

met.

Locus of Control.

A construct in social learning

theory defined by Rotter that indicates the extent to
which persons perceive contingency relationships between
their actions and the outcomes.
Internal Locus of Control.
that an event

5
A person's perception

is contingent upon his own behavior or his

own relatively permanent characteristics.^
External Locus of Control.
perceived by the subject as

When a reinforcement is

following some action of his

own,

but not being entirely contingent upon his action,

then

it

fate,

is perceived as the result of luck,

chance,

or under the control of powerful others or as un¬

predictable because of the great complexity of the

5Rotter,
6Ibid.,

p.
p.

1.
1.

7

forces surrounding him.7

Significance of the Study

First and most important,

this study is significant

because of the timeliness of the topic of contracting
and the need to assess client satisfaction with this
approach.

An assessment of this practice from the per¬

spective of clients will assist nurses and nurse edu¬
cators to make informed decisions about the advisability
of using and teaching this approach as a context for de¬
veloping and maintaining helping relationships between
nurses and clients.
This study

focuses on contracting as a means of

creating a mutual participation model of nursing prac¬
tice

in which the contract emerges as the symbol of the

relationship,

as well as a guide for the participants.

This model of partnership and active client involvement
offers a clear alternative to more traditional models
in which nurses assume a dominant role and clients are
relatively passive or submissive in the relationship.
Unlike previous research on contracting,
achievement and external rewards are linked,

7Ibid.

in which
this study

8

of contracting is a fusion of the strengths and wisdom
of clients and nurses represented by an explicit
commitment exclusive of any external reward.

The term

non-contingency may be used to describe this general
form of contracting.

This term may contribute to the

fund of knowledge being generated in this aspect of
nursing practice.

There is a parallel contribution to

the language of contracting, a step which is basic and
Q

essential to theory development.
This study incorporated the use of an original
"teaching-learning module," a content outline, ways of
integrating contracting within the framework of nursing
process and several examples of nurse-client contracts.
These teaching-learning materials are available for both
students and teachers who are interested in contracting
within the context of helping relationships.

In addi¬

tion, the design and format of the module and related
materials offer diversity in the teaching-learning pro¬
cess which can be applied to other areas of content and
to a variety of situations for learning.
The construct of satisfaction has not yet been used

8James Dickoff and Patricia James, "Putting the
Biological Sciences in their Place(s)," paper presented
at the Fourth Intra-University Faculty Work Conference
of the New England Council on Higher Education for
Nursing, Chatham, Massachusetts, June 11, 1967.

9

extensively in nursing research even though this vari¬
able was deemed important in earlier studies to evaluate
9
nursing care.
Since 1975, there has been a resur¬
gence of interest in the use of satisfaction measures to
assess the quality of nursing care in both primary10
and secondary health care settings.11

Very few in¬

struments have been designed and only one has been critiqued in the literature.

12

The construction of the

satisfaction measure for this study provides both a for¬
mat and the delineation of dimensions of satisfaction
within the sphere of nursing practice.

The structure

and content should be of interest for reliability and
validity testing with subsequent judgements of useful¬
ness for further research or recommendations for revi¬
sion.

At a more general level, the meaning and measure-

9Fay G. Abdellah and Eugene Levine, "Developing
a Measure of Patient and Personnel Satisfaction with
Nursing Care," Nursing Research 5 (February 1957):
pp.
100-108.
10Nancy L. Risser, "Development of an Instrument
to Measure Patient Satisfaction with Nurses and Nursing
Care in a Primary Care Setting," Nursing Research 34
(January-February 1975):
pp. 45-52.
l^Maureen B. Niland and Judith Atwood, "Contract¬
ing with Karen," in Current Practice in Oncologic Nurs¬
ing, eds. Barbara Holz Peterson and Carolyn Jo Dellogg
T§t. Louis:
C.V. Mosby, 1976):
pp. 23-24.

Satis
Nursinu

10

merit of satisfaction in health care will be facilitated
by nursing studies in which this concept is identified
and used as a basis for evaluation.
Commitment to client participation in health care
matters had been formalized by the nursing profession
through the Standards of Nursing Practice.

The findings

of this study will be valuable in the discovery of addi¬
tional ways to meet Standard V:

NURSING ACTIONS PRO¬

VIDE FOR CLIENT/PATIENT PARTICIPATION IN HEALTH PROMO¬
TION, MAINTENANCE AND RESTORATION.13
This study is an extension of the process of de¬
fining and creating helping relationships with clients.
Through the emphasis on the deliberative involvement of
clients and appreciation of the uniqueness of each rela¬
tionship, this study should add to the growing body of
knowledge about helping processes and relationships
available for those in other helping professions as well
as in nursing.
Although internal-external locus of control has
been used as a variable of clients in health care re¬
search, this construct has seldom been used as an attri¬
bute of nurses.

This study is significant because no

-^American Nurses Association, Standards:
Nurs.inq Practice (Kansas City, Missouri:
American Nurses
Association, 1973), p. 3.

11

research was found which posited a relationship between
the locus of control of the nurse and client perceptions
about the quality of nursing care.

In addition, there

are relationships suggested between the internalityexternality of nurses and engagement in learning pro¬
cesses, another infrequently studied problem.
Finally, this study is oriented toward the client
as a consumer of health care services, and the results
are relevant for lay audiences as well as for profes¬
sionals.

In conducting a study of this kind, clients

have an opportunity to respond to a relatively new ap¬
proach and to influence the future use of this practice
by their opinions and attitudes toward contracting.

In

addition, this study is particularly valuable for those
who are interested in consumer participation and the
effects of this on perceptions about health care and
health care services.

Delimitations of the Study

This study concentrated on the degree of satisfac¬
tion expressed by clients when contracting is used to
create and sustain nurse-client relationships.

In order

to ascertain these perceptions, nurses need to learn
this approach prior to implementation and evaluation by

12

clients.

A delimitation is that the teaching of con¬

tracting with clients was done by the investigator,
thereby introducing a particular style of contracting,
and any related biases which might exist.

Nurses were

taught in small groups, thus the possibility of some
variation in the presentation of the content or the
format,

even though this was controlled insofar as pos¬

sible by the use of protocols for the teaching-learning
process with each group.
In the assessment of the value of this method, the
level of client satisfaction was measured, but not the
outcomes of the contractual agreement, that is, the de¬
gree to which the goals were achieved.

In addition, the

nurse-learners did not have extensive experience with
this approach and this may have been a factor, not only
in the degree of competence in using the method, but
also in- client responses in terms of satisfaction.
Although the locus of control of the nurses using
contracting is considered to be important, and was in¬
cluded as a variable, the locus of control of clients,
which also may be relevant, was not included.

Similar¬

ly, nurse satisfaction with the process is recognized
as important, but was not included.
acteristics,
experience,

Other nurse char¬

such as age, educational preparation, and
are of interest but were not systematically

13

controlled in the composition of the sample of nurses.
There were two groups in the study:
tal group and the control group.

the experimen¬

In the experimental

group the nurses volunteered to learn and use contract¬
ing with some of their clients, and this factor may have
influenced client satisfaction.

That is, nurse volun¬

teers may have had different characteristics than their
counterparts who did not volunteer, particularly in the
areas of motivation to learn and desire to succeed.
These characteristics may have influenced client satis¬
faction accordingly.
There was no attempt to assess the level of commit¬
ment and motivation on the part of nurses and clients.
Vet, these differences may affect how clients perceive
contracting,
process.

and how nurses go about the contracting

There was also no selection of clients accord¬

ing to type or seriousness of illness, age or length of
association with the nursing service organizations.
Finally, a teaching-learning process was designed
for the participants in the experimental group, but
there was no measurement of how well the nurses learned
nurse-client contracting prior to the actual use of this
approach.
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Brief Description of the Study

This study was conducted by using an experimental
design to inquire about the delivery of effective nurs¬
ing care.

Some clients were engaged in nurse-client

contracting because their nurses had learned and used
this approach.

Others were not involved in nurse-client

contracting either because their nurses had not learned,
or because their nurses chose not to use this approach
even if they had learned this process.

Clients in all

groups were asked to indicate their appraisal of effec¬
tiveness of nursing care by responding to a client sat¬
isfaction questionnaire after a three month period which
was the duration of the study.
In this introductory chapter, the need for a study
to investigate nurse-client contracting has been estab¬
lished..

In addition, the hypotheses for the study, the

significance and the delimitations were identified.

The

details of the research approach are presented in Chap¬
ter III.

The specific aspects included are:

the design

of the study; the sampling procedure; the teaching¬
learning process for nurse-client contracting; instrumentation; and methods of data collection and analysis.
In the next chapter, there is a report of the re¬
view of selected literature in three areas of interest
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in the study:

nurse-client contracting; client satis¬

faction; and locus of control.

CHAPTER

I I

REVIEW OF SELECTED LITERATURE

The purpose of the review of the literature was to
establish the importance of the relationships among
three concepts fundamental to this study.
is presented in three parts.

The review

In Part One the literature

describing the concept of nurse-client contracting is
presented.

In Part Two, the focus is on the concept of

client satisfaction; and finally, in Part Three, on the
concept of locus of control.

Part One: Review of Selected
Literature on Nurse-Client Contracting

The aspects of nurse-client contracting selected
for review include:

an overview of contracting; con¬

tracting in nursing; congruence of contracting and help¬
ing relationships; congruence of contracting and nursing
process; and the advantages and problems of contracting.

An overview of contracting.

Implied and explicit con¬

tracts have been used for centuries to denote agreement
and understanding between and among people.
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contracting is most frequently associated with legal and
business arrangements, contracts are an integral part of
the social order1 and serve to clarify the expectations
and responsibilities of persons within the context of
relationships.
At the most general level, the helping professions
have a contract with the laity to provide specific ser¬
vices designed to assist in the resolution of societal
problems.

The reciprocal nature of contracting implies

that the laity are involved in this process as well.
Individual members of helping professions also engage
in a contract with clients whether this is clearly ex¬
pressed (verbally or in writing), or implied in the
relationship.
Authors in the helping professions have proposed
that clarity in communication and expectations are en¬
hanced when the contract is mutually derived and expli¬
cit.

In the field of counseling, Brammer described con¬

tracting as "helping by agreement" which has the advan¬
tage of defining the parameters and expectations of a
relationship in a way that clarifies the areas of mutual
concern.

He defined a contract as,

1 Anselm Strauss, Negotiations:
Varieties, Con
texts. Processes and Social Order (San Francisco:
Jossey-Bass Publishers, 1976).
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an agreement between the helper and helpee that
they will work toward certain goals, that each will
carry out specific responsibilities to achieve the
goals, and that certain specific outcomes will be
taken as evidence that the help was successful.2 *
Contracting has been used by other helping profes¬
sions such as social work"5’4 and psychiatry.5

Ac¬

cording to Rosen, the process of contracting is thera¬
peutic when used with clients with psychiatric problems.
He states,
the process of contract negotiation is frequently
the major therapeutic event in itself . . . the
most important involves a change in self-percep¬
tion, and hence, an inter-personal function . . .
it is also evident that a discussion of problems
when defined in an operational manner subtly
changes the patient's view of these problems in the
direction of mastery and away from hopelessness.6

2Lawrence Brammer, The Helping Relationship:
Process and Skills (Englewood Cliffs, New Jersey:
Prentice-Hall, Inc., 1979).
^Anthony N. Maluccio and Wilma D. Marlow, "The
Case for the Contract," Social Work 19 (January 1974):
pp. 28-35.
^Helen H. Perlman, "The Problem-Solving Model in
Social Casework," in Robert W. Roberts and Robert H.
Nee, eds., Theories of Social Case-work (Chicago:
Uni¬
versity of Chicago Press, 1970), p. 155.
5Harry A. Rosenstock, "The Summit-Annotated Con¬
tract Technique for Hospitalized Adolescents," American
Journal of Psychiatry 132 (July 1975):
pp. 745-747.
6b. Rosen, "Written Treatment Contracts:
Their
Use in Planning Treatment Programs for in-Patients,"
British Journal of Psychiatry 133 (November 1978):
p.
413.

19

Kramer, a social psychologist, explained the importance
of understanding the true meaning of the word contract
as this relates to the helping process.
When one person engages in an interaction with an¬
other of a short or long duration, there is an im¬
plied contract or agreement about what is proper
and what is appropriate, what the rules of the game
are.
By and large, in the helping professions, the
basic contract is that which exists between the
professionals themselves.
Most commonly, the re¬
cipient of their services is assumed to be comfort¬
able going along with their rules.
If he is not
complacent and obedient, he is usually excluded
from the system.
The contract that one has to
enter into with a patient, or with a client, has
to be in terms of a relationship between the help¬
ing person and the client himself.
If you can't
confront one another, it's a sure sign that you
have not entered into a true contract with that
person.
You have only retained the contractual
relationship that exists with the organization.7
Contracting, therefore, is the process of communi¬
cating concerns, roles and expectations for the purpose
of arriving at an agreement.

The contract is the agree¬

ment which symbolizes the nature and focus of the rela¬
tionship.
tract,

When contracting results in a written con¬

Hefferin states that it

serves the dual purpose of ensuring that the treat-

7Bernard Kramer, Panel Discussion of Case #1, in
social Bases for Nursing Carej-Implications for
Newer Dimensions in Generic Nursing Education, ed.
Winifred H. Griffin (New England Council on Higher Edu¬
cation for Nursing, New England Board of Higher Educa¬
tion, 1966), p. 9.

Psvnhn
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ment plan is explicit and specific to the patient,
and equally important, of recruiting the patient
into active partnership in his own treatment.8
Although contracts are deemed advisable by those
in many helping professions, Brock insists that a con¬
tract or agreement model should be implemented in nurs¬
ing practice.

The reason is that,

such an account makes one fundamental point very
clear.
That is, that the right to determine what
is done to and for the patient, and to control,
within broad limits, the course of the patient's
treatment and care, originates and generally re¬
mains with the patient. . . . Many health care
professionals hold that if they reasonably believe
that what they are doing is in the best interest
of the patient, that is sufficient justification
for doing it. . . . this is a serious mistake be¬
cause it does not take an adequate account of the
patient's right to control the course of treat¬
ment. 9
It is clear that contracts are an integral part of
helping relationships and should be defined and stated
to produce maximal results in terms of the health and
welfare of clients.

8Elizabeth A. Hefferin, "Health Goal Setting:
Patient-Nurse Collaboration at Veterans Administra¬
tion Facilities," Military Medicine 144 (December
1979):
p. 815.
9Dan W. Brock, "The Nurse-Patient Relation:
Some
Riqhts and Duties," in Nursing Images and Ideaj^s, eds.
Stuart F. Spicker and Sally Gadow (New York:
Springer
Publishing Company, 1980):
p. 111.
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The development of contracting in nursing.

The earliest

references to contracts in the nursinQ literature were
those related to employment.

In specific reference to

the private duty nurse's contract, Creighton suggested
the statement,

"the nurse agrees to serve the patient

and the patient agrees to pay the nurse for the ser„10
vice."
The use of contracts involving clients was first
recorded in a nursing journal in 1971 by Davis and Wood¬
cock.

These psychiatric nurses were concerned about the

additional problems imposed on clients when vocabulary
and expectations are not understood or are misinter¬
preted.

Nursing contracts were introduced as an alter¬

nate in care because it "seemed obvious that nursing
personnel should modify their approach to the sick man
rather than adding to his confusion."11

They reasoned

that contracts were familiar to most people and provided
a way of creating a "common meeting ground" which was
relevant to the frame of reference of each client.

The

ultimate purpose was to facilitate the process of ther-

l°Helen Creighton, Law Every Nurse Should Know
(Philadelphia:
W. B. Saunders, 1957).
llRobert C. Davis and Edwin Woodcock, "The Nurs- _
inq Contract:
An Alternate in Care,'; Journal of Psychi¬
atric Nursing and Mental Health Services 9 (May June
1971):
p. 26.
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apy and rehabilitation, thus shortening the length of
time away from families and jobs.
Davis and Woodcock initially described the nursing
contract as similar to a business contract,
a promise between two parties . . . the fulfillment
of this promise is recognized by law as a legal
contract . . . the strength of a contract arises
from the conduct of the parties involved.12
They quoted a definition from the Encyclopedia
Americana to further describe the relationship between
the persons so involved,
an obligation created and determined by the will
of the parties wherein each is pledged to carry out
his promise according to the extent to which the
other would reasonably understand that promise.13

Further they defined a nursing contract as
an agreement, verbal or written, simple or in de¬
tail, between the nursing team or representative
and an individual patient.14
The written contracts were signed by the client
with the nurse as a witness.

The role of the nurse was

not only to monitor and reward behavior and progress in

12ibid., p. 26.
l^Ibid.
l^Ibid.
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meeting goals and activities contained in the contract,
but to provide and maintain an atmosphere which encour¬
aged the initiation and development of agreements within
the contract.
In this use of contracting with newly admitted
clients and selected regressed clients, the authors
stressed two aspects.

First, the responsibility of

nurse and client in fulfilling the agreement is a shared
responsibility.

And second, this innovation is a way of

encouraging clients to have an active role in the treat¬
ment process through participation in contract discus¬
sions.

At this time contracts were seen as adjuncts to

the ongoing nursing care plan.
Later that year (1971), Blair reported on the use
of contracting as a means of explict sharing of intents
and purposes between nurses and clients.
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During a

period of difficulty in meeting the demands for nursing
service, Blair described how she and her staff learned
that establishing a contract with the patient, that is,
"a mutual understanding of the reason for the service
and the problems or areas that will be discussed during

15|<aryl K. Blair, "It's the Patient's Problem
and Decision,” Nursing Outlook 19 (September 1971):
pp.

587-589.
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the visits,"16 was beneficial to helping clients real¬
istically discover and develop their own strengths.
After two years of consultation and discussion of
nurse-client relationships, Blair recognized that total
patient care was unrealistic and that clients need to
participate in problem identification and decisions
about the way the nurse and client work together.

Ac¬

cepting the fact that patients have the right and re¬
sponsibility in making decisions about their health
care, was a fundamental premise in Blair's use of con¬
tracting.

The purposes for visits, the use of time and

resources, client perceptions of the need for nursing
care and clients goals were included in those areas
which need clarification in order for the nurse and
client to proceed with a realistic plan for care.
Blair's initial use of contracting resulted from a
critical examination of the nature of nurse-client rela¬
tionships, with the subsequent approach of discussing
and clarifying with patients,

"as to what he actually

wants," and "what services she can provide."

From this

evolved the use of contracts between the client and
nurse.

Care plans were used as the written statements

of the oral contract.

l6Ibid., p.

588.

A time limit, with provisions for

25

review, extension, and renegotiation or termination, pro¬
vided further opportunities for the nurse and client to
discuss the nature and duration of the relationship.
Blair found that the nurses who used contracts in
this way served more families,

felt more productive in

terms of patient progress and felt a high level of job
satisfaction.

The commitment to letting the patient

solve more of his problems produced "miraculous change
in the families" with whom they worked.17
From this beginning use of nurse-client contracts
in mental health facilities and community health agen¬
cies, nurse educators and nurses in a variety of service
settings tried this approach.

The deliberate inclusion

of clients as participants in designing and implementing
goals for health seemed to be a significant advantage of
the methodology.

This was important because of the de¬

veloping trend of consumerism and because professional
nursing was then in the process of delineating ways of
increasing client involvement in nursing care.

In the

American Nurses Association Standards of Practice, pub¬
lished in 1973, Standard V clearly conveyed the respon¬
sibilities of the nurse for ensuring client participa¬
tion in all practice settings:

17 Ibid., p.

589.

NURSING ACTIONS PROVIDE
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FOR CLIENT PARTICIPATION IN HEALTH PROMOTION, MAINTE¬
NANCE AND RESTORATION.18

Contracting in nursing education.

In 1975, contracting

was introduced to students in the baccalaureate and mas¬
ter's degree programs by two faculty members at the University of Massachusetts/Amherst.
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This method was

seen as a way of helping students to learn how to en¬
courage client participation as stated in the ANA
Standard.
Inspired and encouraged by Blair's findings, the
contractual approach was designed as a mutual participa¬
tion model for nursing practice to be used by students
working with families in the community.
Students learned the process of student-family con¬
tracting within the context of a systematic process of
identifying and meeting the needs of clients and fam¬
ilies.

It was an explicit process of mutual goal iden¬

tification, and delineation of roles and responsibili¬
ties of family members, and students.

These contracts

•^American Nurses Association, Standards:
Nurs¬
ing Practice (Kansas City, Missouri, American Nurses
Association, 1975).
l^Ann Sheridan and Ruth Smith, "Student-Family
Contracts," Nursing Outlook 23 (February 1975):
PP*
114-117.
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were written and signed by clients and students and used
throughout the duration of the relationship.

The agree¬

ments varied in degrees of specificity and each one was
unique because it was representative of the uniqueness
of each relationship and the needs and goals of each
client.

In the assessment of the effectiveness of this

experiment, questionnaires were sent to the families and
to students.

Some members of the client group and the

student group expressed initial reservations about the
process, but most engaged in the process with relative
ease and felt this to be a beneficial way of nurses and
clients working together.
A few students felt that it was difficult to use a
contractual approach and in the opinion of the authors,
this discomfort was related to individual characteris¬
tics,

including perceptions of roles and responsibili¬

ties, and level of interpersonal skills rather than the
contracting process per se.
Several conclusions were drawn from this use of
student-family contracts.

First, the nurse, whatever

her level of preparation, has to feel good about herself
and what she has to offer before she can be comfortable
and confident In using a contractual approach.

Second,

students who identify, understand and accept the goal
of establishing a helping relationship and are success-
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ful in achieving it can be truly helpful to families.
And, third, students must be willing to encourage client
participation and to share the responsibilities for
reaching goals in order to create a realistic and mean¬
ingful contract.
These authors confirmed the link between contracts
and the "nursing care plan" which has been a time-honor¬
ed practice in nursing by stating that "the nursing care
plan can be presented as a form of contractual arrange¬
ment."20
By 1981, contracting had been incorporated into
textbooks in many areas of nursing practice.
eluded community health nursing,

21 22
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These in-

oncologic nurs¬

ing,23 school nursing,2Zt and mental health nursing.25
20Ibid., p. 116.
■^Barbara Walton Spradley, ed., Contemporary
Community Nursing (Boston:
Little, Brown and Company,
1975):
pp. 221-229.
22Barbara Walton Spradley, Community Health Nurs¬
ing;
Concepts and Practice (Boston:
Little, Brown and
Company , 1981):
pp^ 123-146.
23Barbara Holz Peterson and Carolyn Jo Kellogg,
Current Practices in Oncologic Nursing (St. Louis:
C.V
Mosby, 1976):
pp. 12-25.
2^Susan Wold, School Nursing: A Framework for Prac
C. V. Mosby Co., 1981), pp. 317-352.
tice (St. Louis:
and
25Rae Sedgwick, Family Mental Healthj—]~he
pp.
Practice (St. Louis:
C. V. Mosby Company, 1981):
155-164.
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By this time it was clear that nurse-client contracting
was being used in a variety of nursing practice set¬
tings.

The most frequently quoted definition of con¬

tracting in the literature was that proposed by Sloan
and Schommer:

any working agreement, continuously renegotiable,
between nurse, patient and family . . . the agree¬
ment may be formal or informal, written or verbal,
simple or detailed, signed or unsigned by patient
and nurse.26
Some authors also differentiated between the contract as
a legal agreement and the contract as a tool for developing helping relationships.

27 2 8
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In a textbook written in 1981, Sedgwick introduced
the term clinical contract which she described as
a vehicle whereby clinician and client can exercise
their individual rights and perform their mutual
responsibilities in the clinical process . . .
clients are viewed as active, responsive.29

26Margaret R. Sloan and Barbara Thune Schommer,
"The Process of Contracting in Community Nursing," in
Contemporary Community Nursing, ed. Barbara Spradley
(Boston:
Little, Brown and Company, 1975):
pp. 221223.
27Ibid., p. 221.
28Mary-Eve Zangari and Patricia Duffy, "Contract¬
ing with Patients in Day-to-Day Practice," American
Journal of Nursing 80 (March 1980):
pp. 451-455.
29Sedgwick, p. 164.
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She explains how students can learn this process and
also reiterates that contracting is based on the premise
that nurse and client are equal partners, each with dif¬
ferent but equal responsibilities toward common goals.
In helping students in nursing to view nurse-client
relationships realistically, Sedgwick used McGregor's
theories of behavior.

She reminded students that people

prefer to take responsibility for their own lives, in¬
cluding the decision to change or not to change, and
that the view one has of people is very influential in
the development of relationships.

She explained that

Theory X holds a rather passive view of human beings in
which the person must be directed, controlled, and man¬
aged by one who knows more about people than people know
about themselves.

This attitude perpetuates the notion

of people as patients or passive recipients of the
health care system and of professionals as "experts" who
"deliver" predetermined services.

Using Theory Y, how¬

ever, clients are viewed not as people to be "rescued"
or "done to", but as people who are active, competent,
self-directed and responsible.

Clients who are seen in

this way do not need direction and control as much as
opportunities to understand, discuss and decide on al¬
ternatives for health care.
In Sedgwick's discussion of students contracting
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with clients or families, she further described the
clinical contract as, basically,
an understanding and agreement between consenting
parties, in this case the clinical student and the
client family system.
The contract may be written
or verbal, informal or formal, but must be a con¬
scious and collaborative effort between those in¬
volved. 30
As nurse-client contracting became an integral part
of nursing, it was also evident that nurses in a variety
of clinical settings found the process to be effective.

Contracting in nursing service.

In a maternity setting,

Rising reported on the use of contracts with forty-two
pregnant women prior to the expected time of deliv¬
ery.31

Two major concerns prompted the consideration

of contracts in a formalized manner.

First, more care

givers had been added to the service, making it diffi¬
cult for the needs, desires and decisions of the women
to be communicated.

Secondly, it was felt that deline¬

ating and meeting contract goals would lead to satisfac¬
tion.

Rising thought that a contract would also be an

excellent means for doing outcome evaluation.

30Ibid. , p .

The con-

157.

31Sharon Schinder Rising, "A Consumer-Oriented
Nurse-Midwifery
Service," Nursing_ Clinics of North America 10 (June 1975):
p. 259.
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tract was created by the consumer and the care giver and
contained mutually agreeable critical issues relating to
safety and satisfaction.

After assessment of the needs

of these women it was determined that, "outstanding is
their need for personalized care and some control over
their experience."

32

In this use of contracting, the

importance of client control was affirmed.
In another, more detailed and poignant account of
the process of contracting with a 23-year-old woman hos¬
pitalized with malignant trophoblastic disease, Niland
and Atwood also emphasized the value of a contract as a
means for clients to maintain control.53

In describing

a contract involving several health team members and the
client, they stressed that a "break" in the contract
could lead to less control for the patient and dimin¬
ished trust in the staff.

They also reaffirmed the fact

that the most basic element in contracting is an honest
and open relationship in which sharing is pervasive,
"sharing information, sharing risk, and sharing joy and
sorrow. "34
32Ibid., p. 261.
33Maureen B. Niland and Judith Atwood, "Contractwith Karen," in Current Practice in Oncologic Nurseds. Barbara Holz Peterson and Carolyn Jo Kellogg
Louis:
C. V. Mosby, 1976):
pp. 23-24.
34Ibid., p. 24.
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It was clear from the accounts of these authors
that contracting is particularly important for hospital¬
ized clients because people in this environment often
experience regression and perceptions of loss of control
more easily than clients in ambulatory care settings.
Contracting with these clients is an excellent way to
decrease these psychological sequelae and increase sat¬
isfaction for both patient and nurse.
In another acute care setting, contracts were
initiated as a way of improving patient perceptions of
care and nurses' accountability for care.

In one

agency which had used primary nursing for five years,
Larson reported a research project by staff nurses
entitled,

"Use of a Primary Nurse/Patient Contract in

an Acute Care Setting."

The overall goal in the study

was to improve the quality of primary nursing by in¬
creasing involvement of the patient and family in plan¬
ning their care.

The contract was described as "a

statement of the nurses'
tient and the patients'
in their care."35

responsibilities to the pa¬
responsibility for involvement

In the study were 147 patients ad¬

mitted during a six-month period, half of whom partici-

•^Elaine Larson, "Nursing Research Outside Aca¬
demia:
A Panel Presentation," Image 13 (March 1981)
pp. 75-77.
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pated in contracts and half who did not.

At the time

of discharge, each patient or family member completed a
questionnaire which measured four parameters:

involve¬

ment in care, understanding of primary nursing, knowl¬
edge of care plan, and perceptions of the quality of
care received.

The results showed a significant in¬

crease in scores for both the contracting and the noncontracting groups, compared to a pre-study group, and
significantly higher scores when patients had a nurseclient contract compared to those who did not.
Comments from the nurses favored the use of the
contract.

It was also noted that the numbers of pa¬

tients with primary nurses and signed nursing care plans
were significantly increased in the study group.

The

nurses in this study were committed and motivated to
trying contracting and reapportioned their time to com¬
ply with the methodology of the study.

They concluded

that,
once we started doing it, we all got much satisfac¬
tion out of it and we saw that it could be a time
saver in the long run.
There was not as much back¬
tracking with patients, explaining what we were
trying to do with their care plans.
This study was one of few studies of the effective-

36Ibid., p. 77.
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ness of contracting found in the literature.

Herje

cited a study conducted at Methodist Hospital in Minne¬
apolis after contracting was used with its planned edu¬
cation program.

The number of clients was not in¬

cluded, but in analyzing post-discharge evaluations it
was found from a sixty percent response that ninety-six
percent of clients either had met their goal or found
it easier to make this goal part of a daily routine.
In a broad sense, the return rate of the questionnaires
and the continued involvement in goal achievement may
be interpreted as satisfaction with the process of
contracting.

Contracting and compliance.

A considerable amount of

research has been done on contingency contracting as a
way of producing compliance with treatment plans.

This

method was noted to be particularly effective when
highly specific goals are identified and when tangible
rewards were used for compliance.

Steckel and Swain

described this method of contracting as,
essentially a technique by which the necessary
elements of the desired behavior are so explicit
that they may be written in the form of a con-

37Patricia Angvik Herje, "Hows and Whys of Pa¬
tient Contracting," Nurse Educator (January-February
1980):
p. 33.
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tract. . . . the desired or target behaviors are
identified in measureable and realistic terms that
are observable and acceptable by all parties in¬
volved.
. . . and provides for the exchange of
positive reinforcement as a reward for the target
behavior.-50
In this type of contract the wording is clear and di¬
rect:

I _ will_in

return for _,
dates.

followed by signatures and

Swain and Steckel reported a study of 115 ran¬

domly selected hypertensive patients treated between
1974 and 1977 in three different ways.

39

One group

received conventional treatment in which their progress
was monitored at scheduled appointments at the clinic.
Another group was given additional health information
about hypertension and about their own responsibilities
in maintaining their regimes.

The third group partici¬

pated in "contingency contracting" in which they speci¬
fically made agreements to meet treatment goals.

Pa¬

tient-selected reinforcers were given for compliance
with the treatment regime.

Some examples of the rewards

selected were choice of a gift, money, help in complet38Susan Boehm Steckel and Mary Ann Swain, "Con¬
tracting with Patients to Improve Compliance," Hospitals
51 (December 1, 1970):
pp. 81-82.
39Mary Ann Swain and Susan Boehm Steckel, "Con-,
tract for Health," Research News 30 (July 1979).
Uni¬
versity of Michigan, Division of Research Development
and Administration, Ann Arbor, Michigan, pp. 5-6.
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ing insurance forms,

and a lottery ticket.

In addition,

the contracting group enjoyed the reinforcement of time
and attention from the nurse.
The study showed a high level of success in keeping
blood pressure under control and the experimental group
did not lose any numbers throughout the thirty months
of the study.

The information group and the routine

care groups experienced dropout rates of fifty-six per¬
cent and twenty-eight percent respectively.

Swain at¬

tributed the high loss in the information group to the
possibility that information without support or rein¬
forcement lowers self esteem and increases feelings of
failure.
Although the information group in this study
achieved somewhat better blood pressure control than
the routine group, only the contracting group achieved,
on average, a medically desirable level.

According to

the test scores, this group also became better informed
about their disease and treatment than those in the
information group.
In a study currently being undertaken with patients
who have diabetes, Swain and Steckel expect to demon¬
strate that it is not only the empathy of a particular
nurse that fosters compliance, but that other nurses can
expect to implement the contracting method with similar
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success.

These nurse researchers have also emphasized

that success in the use of contracting as a process re¬
quires that the health provider approach the client as
an independent, active participant and consumer of
health care rather than a dependent, passive patient to
whom something is done.
Other researchers in nursing have also studied pa¬
tient compliance when there is a written agreement be¬
tween the patient and the provider.

Michnick found that

among women with uncomplicated urinary tract infections,
compliance was lowest when only verbal instructions were
given.40

She also reported that there may be a sig¬

nificant provider effect on patient compliance which is
independent of the compliance strategies.

That is, the

conscious and focused attention on the client as a par¬
ticipant may be a factor in increasing adherence to the
treatment plan.
Strassburg used written contracts intermittently
with mothers who were involved with home treatment plans

AOMarie Elaine Michnick,
pliance:
A Stud
Tract Infections
California, 1978
tional, p. 5857.

"The Short-Term Effects
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for their children.
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Two 2-week contract periods

were interspersed among three 2-week, no contract per¬
iods.

One-half of the mothers were reinforced with a

toy for the child after the contract was signed, and
one-half were reinforced after completing the contract.
Participation levels increased for many of the mothers
when contracts were introduced and decreased when they
were withdrawn.

The mothers who participated most ac¬

tively felt less hopeless and powerless.

In addition,

mothers who had been considered "unreliable" prior to
the study, participated as actively as "reliable"
mothers as long as contracts and toys were provided.
Strassburg also observed that when it was required to
complete the contract before the reward, the mothers
performed better than if they merely had to sign to
receive the rewards.
Since these general observations and experiences
in the use of contracts in the seventies and eighties,
some authors have explored the general implications of
this methodology.

Gustafson suggested that since it is

the concept of contracting rather than the specific
methodology,

it would have wide usefulness in both de-

(Ph.D. dissertation, Yeshiva University, 19?9) in
<sprt.at.ion Abstracts International, p. 4485-B.
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veloped and developing countries alike.

Congruence of contracting and helpino relationships.
Helping relationships have been carefully described by
a number of authors:

Carl Rogers, Arthur Combs,

Lawrence Brammer and Robert Carkuff, to name a few.43
In the phenomenological view of helping, the relation¬
ship between the helper and helpee is the essential
foundation of the helping process.

When there is reci¬

procity and mutuality in the relationship, it is more
likely that each person will understand the other and
will harness strengths, energies and insights needed to
further the purposes of the relationship.

Clarity and

openness in communication contributes to the understand¬
ing of self and others, and helps to create an environ¬
ment for sharing and collaboration.

Okun proposes that

most helping theories either state specifically or im42Marilyn B. Gustafson, "Let's Broaden our Hori¬
zons about the Use of Contracts," International Nursing
Review 24 (January 1977):
p. 19-24.
43Carl Rogers, "The Characteristics of a Helping
Relationship," Personnel and Guidance Journal 37(1958):
pp. 6-16; Arthur W. Combs, Donald L. Avila and William
W. Purkey, Helping Relationships, 2nd ed., (Boston: .
Allyn and Bacon, Inc., 1978; Robert Carkuff and William
Anthony, The Skills of Helping (Amherst, Mass.:
Human
Resources Development Press, Inc., 1979); and Lawrence
Brammer, The Helping Relationship:
Process and Skills
(Englewood Cliffs, New Jersey:
Prentice-Hall, Inc.,
1979).
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ply that the facilitating conditions of a helping rela¬
tionship lead to growth in directions chosen by the
helpee.44
Carl Rogers and many of his contemporaries empha¬
sized that the most basic element in a helping relation¬
ship is that of seeing the patient as a person of uncon¬
ditional self-worth.45

The nurse who views clients in

this way not only attends to the individuality of each
person, but encourages expression and involvement in
clarifying and validating goals and directions for
health care.

The helping person who deliberately and

systemmatically works with clients in this way is also
demonstrating belief in the dignity and worth of man.
Sloan and Schommer proposed that a contract is one
means for developing and insuring patient involvement
and that contracting is based on the belief that all men
have the potential for growth and self-determination.
Contracting also enhances the development of a trusting
relationship:
Mutual involvement by patient and nurse in a mean¬
ingful contract will include the building of trust

^Barbara Okun, Effective Helping:
Interviewing
and Counseling Techniques (North Scituate, Mass.:Duxbury Press, T976).
^5Carl Rogers, Client-Centered Therapy (Boston:
Houghton Mifflin Co."J 1951).
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between them as a result of unconditional caring
and acceptance of mutual responsibilities.46
Spradley further commented on the congruence be¬
tween contracting and the helping relationship defined
as "purposeful interaction between nurse and client
based on mutual participation."

47

This definition

emphasizes two basic features of a helping relationship
which are that it has a goal and it involves both par¬
ties in setting and achieving this goal.

Contracting

also involves goal setting and the means to achieve the
goal by the nurse and client together.
Spradley emphasized two other important aspects of
contracting.

First, the nurse's own view of the helping

relationship influences the degree of client participa¬
tion.

When nurses believe that all clients have re¬

sources on which to build, they are more likely to dis¬
cover these strengths and resources, and encourage ac¬
tive involvement.

Second, effective communication is

essential in the process of establishing a helping re¬
lationship and the contract that is representative of
that relationship.
Another contribution by this author was the delin-

46Sloan and Schommer, p. 223.
^^Spradley,

1981, p. 124.
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eation of the features of contracting as used within the
context of the helping relationship.

The first is part¬

nership in the relationship because both parties are re¬
sponsible for setting up and carrying out the service.
The contract is the vehicle for reciprocal negotiation
and shared evaluation.

The second feature is that every

contract implies a commitment in which both parties make
a decision that binds them to the purpose of the con¬
tract :
In the helping relationship, contracting does not
mean binding in the legal sense, rather it is a
pledge of trust and dedication ... to see the
contract through to completion.48
Other features of contracting are also relevant to
helping relationships because these serve to clarify and
amplify the nature of the relationship.

One is the def¬

inition of the terms of the contract, or format.

Thus,

both the client and nurse identify the purpose of the
relationship, their respective responsibilities and the
specific limits within which they will work.

The format

also includes the method of termination which is often
difficult to discuss with clients, particularly in long¬
term relationships.
Another is negotiation.

48Ibid., p. 127.

Spradley states that this
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gives contracting a dynamic Quality," ^ as the nurse
and client share their wisdom and expertise in the pro¬
cess of identifying and meeting goals for care.

Negoti¬

ation is characterized by flexibility and communication
of needs, two additional aspects of a helping relation¬
ship.
Smith proposed a model of nurse-patient relation¬
ships called the "nurse as contracted clinician."50
In this model the patient's rights to self-determination
are considered to be germane to a helping relationship.
She agreed with Brock's argument that,
a nurse's unique relation to the patient can be
explained only by viewing the nurse-patient rela¬
tionship as arising from an agreement between nurse
and patient, an agreement in which the patient con¬
tracts to have specified care provided by the nurse
and the nurse incurs an obligation to the patient
to provide that care.* * * * 5-1The concept of contracting is also congruent with the
Nursing Process which has evolved as the framework for
nursing practice.

Nursing Process is akin to a problem¬

solving process which is systematic and deliberative.

49Ibid., p. 135.
50Sheri Smith, "Three Models of the Nurse-Patient
Relationship," in Nursing;
Images and Ideals, eds.
Stuart F. Spicker and Sally Gadow(New York:
Springer
Publishing Company, 1980);
p. 181.
5-^Brock, p. 110.
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It is essentially comprised of four components:
ment, planning, implementation and evaluation.

assess¬
The pro¬

cess is sequential and cyclical and takes place in any
nurse-client interaction, regardless of the setting or
situation.

The matter of congruence between Nursing

Process and contracting is of consequence since compat¬
ibility of these is essential.

Congruence of contracting and the nursing process.

In

the process of contracting, Sloan and Schommer suggested
that the nurse begin by the assessment of problems or
needs of the family or client and proceed with eight
steps similar to those used in most descriptions of
nursing process (assessment, planning, implementation
and evaluation).

The eight steps are as follows:

mu¬

tual exploration of health problems, need; establishment
of goal(s) which are mutually agreeable; mutual explor¬
ation of resources; development of a plan/steps/method
to achieve goals; division of responsibilities; set time
limits; evaluation; and renegotiation.52
Wold53 modified Sloan and Schommers' model for
contracting by incorporating the concept of mutuality

52Sloan and Schommer, p. 225-227.
53 Wold, p. 329.
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at each step of the process.

This variation perfected

the earlier models for contracting.

Graphically, the

process is represented in Figure 1.

Further, Wold com¬

pared Nursing Process and the contracting process as
seen in Figure 2.
Since the late sixties, nurses have used the Nurs¬
ing Process as a framework for nursing practice.

Famil¬

iarity with nursing process as a disciplined, problem¬
solving process makes it easy for nurses to integrate
contracting into this approach.
tially the same.

The sequence is essen¬

The difference lies in the sharing of

the process, the explicit involvement of the client
throughout each phase, and the mutual agreement which
is produced and validated by both nurse and client.
Wold described the congruence of the nursing pro¬
cess and the nurse-client contract.

The primary differ¬

ence between these two process, states Wold, is that,
the Nursing Process focuses on the nurse's actions
and responsibilities, whereas contracting is a way
of formally including the client in the nursing,
process, thereby acknowledging that the client is
ultimately responsible for her own health and well¬
being and must, therefore, participate with health
care professionals on her behalf.54

Advantages and problems of contracting.

5AIbid, p.

332.

The first major
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Mutual assessment of client's level of wellness,
including identification of needs and problems

l
Mutual goal setting

\
Mutual exploration of resources

i

Mutual development of a plan

I
Assignment of specific nurse-client
responsibilities by mutual agreement

I
Mutual determination of time-frame for
contract completion

\
Mutual evaluation of outcomes

l
Mutual decision to modify, renegotiate,
or terminate the contract

Figure 1.

The Nurse-Client Contracting Process.*

♦Taken from Susan Wold, School Nursing:
A Frame¬
work for Practice (St. Louis, Mo.:
C.V. Mosby, 1981),
p. 328.
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Nursing Process
Step 1:
Assessment
Data Collections
Nursing Diagnosis
(problem definition)

Contracting Process
Step 1:
Mutual assessment
—►client's level of wellness
Identification of needs
—►and problems

Step 2:
Planning
Planned outcomes:
goals and EOCssPlanned intervention:
what and by whom
Development of nursing
care plans—

►Step 2:

Step 3:

Implementing

Step 4:

Evaluations-.

<*Step 5:
Assignment of specfic nurse-client responsi¬
bilities by mutual agreement

Mutual goal setting

►•Step 3:
Mutual exploration
of resources
fStep 4:
Mutual development
of a plan

6:
Mutual determination
time-frame
►Step 7:
Mutual evaluation of
outcomes
►5tep 8:
Mutual decision:
modify, renegotiate, or ter¬
minate contract.

Figure 2.
Comparison of Nursing Process and
Nurse-Client Contracting Process.*

♦Taken from Wold, p. 329.
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advantage of contracting is that it provides a means
whereby nurse-client relationships are both created and
represented by the agreement between them.

Because the

process and the content require the authentic presence
of each person in a unique encounter, certain skills and
values such as communication, collaboration and commit¬
ment are learned and used in this process.
Another advantage is that contracting clarifies the
nature of the nurse-client relationship.

By clearly ar¬

ticulating ownership of responsibilities, both nurse and
client establish their commitment to each other in the
form of activities for goal achievement.

The client

learns to use the services of the nurse and the nurse
helps the client to help self.

This mutual participa¬

tion model is in contrast to other models in which cli¬
ents are less active in the relationship (see Figure 3).
The nurse-client relationship can be enhanced by per¬
ceiving the relationship as a collaborative one.

Boet¬

tcher affirms that the concept of collaboration is of
considerable importance to professional practice since
it can be "a factor which contributes to the prevention
of illness and the maintenance or restoration of
health."55

Active participation on the part of the

55Elaine G. Boettcher," Nurse-Client CollaboraDynamic Equilibrium in the Nursing Care System
tion:

II
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client is a critical aspect of preserving the reciprocal
nature of the nurse-client relationship because,
the dynamic character of relationship demands that
both of the significant individuals participate
actively in the process ... as one-sided reaching
out effort does not constitute a relationship.56
Nurse-client contracting also offers advantages for the
client and the nurse separately.

Advantages for the client.

When clients are active

participants in the process of setting the parameters
for, and content of the relationship with the nurse,
there are many advantages.
1.

Self-esteem is enhanced.

Sloan and Schommer

proposed that contracting can have a positive effect on
self-esteem because the client has respect and respon¬
sibilities.

The successful completion of responsibili¬

ties and the feeling that opinions are respected con¬
tributes to feelings of well-being.

Contracting pro¬

motes patient's strengths and this recognition and use

Journal of Psychiatric Nursing and Mental Health
Services 16 (December 1978)ipi7.
The Help56Naomi Brill, Working with People:
(Philadelphia:
3.
B.Lippincott
inn Process 2nd ed.
Coi, 19 7 8 ) i p. 29.
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also enhances self-esteem.57
Blair found that the use of contracting helped
nurses to focus on patient's strengths and that it is
"imperative that the patient use his own strengths to
solve his own problems."

58

When clients begin to make

decisions and actively participate in their health care,
they become more competent and confident in ways to
promote or maintain health.
Schain

59

recognized that the critical problems

faced by patients are loss of control and feelings of
powerlessness to determine the events which are about
to take place.

Control can be restored when clients are

involved in decision-making and determining priorities.
Collaborative relationships could result in
increased patient satisfaction and preservation of
patient's feelings of individuality, autonomy and
a sense of personal dignity.
Active participation in contracting increases the
ability of the client to exercise control in health-

67Sloan and Schommer, p. 228.
58Blair, p. 588.
59
Making:
Health

ndy S. Schain, "Patients' Right in Decision-.
The Case for Personalism versus Paternalism m
re," Cancer 46 (August 1980):
pp. 1035-1041.

60Ibid., p. 1036.
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related events and activities.

Rubin has proposed that

control is a critical aspect of body image and self¬
esteem.61

Niland and Atwood also concluded that con¬

tracting enhances the development of one's potential:
When the agreements of the contract are explicit,
the patient has more control and independence . . .
a patient who has more control can achieve maximum
functioning potential as a person . . . sharing in
contractual agreements is more difficult, but more
rewarding in actually helping patients meet their
needs. 2
2.

Problem-solving skills are developed.

Con¬

tracting challenges clients to pose solutions to prob¬
lems by using home and community resources and "thinking
through" the problem and solution.

In guiding clients

through the process of identifying responsibilities,
learning new skills and assuming new roles, clients
learn how to use this process in the future.

Clients

may become experts in problem-solving in particular
spheres of health care.

With the development of knowl¬

edge, skills, and insight clients may become consultants
to other clients and to health professionals.
3.

Roles are clarified.

When roles are clearly

delineated in writing, the clients understand not only

^1Reva Rubin, "Body Image and Self-Esteem,
Nursing Outlook 16 (June 1968):
pp. 20-23.
62Niland and Atwood, p. 24.
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the role of the nurse, as well as their own role.

There

is often confusion on the part of clients when they
think that they should be dependent on the nurse and
therefore assume a passive role.

In addition, many cli¬

ents do not understand the role of the nurse as teacher,
advocate, counselor and consultant, as well as the di¬
rect care roles.

Contracting helps the client to use

the talents and skills of the nurse to the fullest.
This is only possible when roles are clear.
4.

Learning is enhanced.

The most significant

barriers to client learning are misunderstanding of
language and hesitancy to ask questions.

Many clients

are considered to be non-compliant, when in fact they
failed to understand the directions or importance of
certain aspects of a treatment plan.
contract,

In designing a

it is essential that clients understand the

language of the contract and the responsibilities as¬
sumed.

In addition, the goal of learning about various

parts of health restoration and maintenance are often
included in contracts.

With a contract the client can

see that learning has occurred particularly during re¬
views of the contract.
5.

Continuity of care is maintained.

In most

health care systems, there are several nurses who are
involved with each client.

This occurs even in situa-
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tions in which a primary nurse assumes responsibility
for the care of an individual client.

When there is a

nurse-client contract, there is greater continuity in
the plan for care than would otherwise occur.

Advantages for the nurse.
When nurses learn the process of contracting as a
means of identifying and meeting client-centered goals
there are additional advantages for the nurse.
1.

Contracts encourage individualized, realistic

plans for care.

The guality of nursing care depends on

the accuracy with which the nurse can identify and meet
the client's needs for health care.

Nurses fervently

seek to achieve this purpose by using many skills to
"individualize" nursing care plans.

Contracting fosters

the achievement of this goal by active involvement of
the client in each step of nursing process.

When cli¬

ents are involved in contracting, the agreement repre¬
sents a highly individualized client-nurse plan which
is realistic and tailored to include the exigencies of
each situation.

Plans which are highly individualized

also contain outcomes which are clearly stated.

Such

outcomes facilitate the process of evaluation and the
ultimate assessment of the guality of care.
2.

Communication is facilitated.

When needs,
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plans and responsibilities are discussed, validated and
written, there are fewer chances for misinterpretation
or misunderstanding.

Plans are not imposed, nor are

these in the "client's record," but not shared with the
client.

The invitation to be involved and nurse-model¬

ing of this behavior encourages discussions of aspects
of health care and concern which may have been omitted
if contracting were not used.

The term "effective com¬

munication" is often used to describe accuracy in the
exchange of verbal and non-verbal messages.

When com¬

munication is clarified and validated it can be postu¬
lated that messages and intents are clearer because
these are seen as well as heard and can be altered or
changed to assure mutual understanding.

If a contract

is mutually developed by the nurse and the client, both
the process of creating the contract and the written
plan are symbolic of the relationship.
3.

Time is used more productively.

During the

initial phases of using a mutual participation model of
practice, more time is spent in identifying needs and
orienting clients to this approach.

However, it is more

effective and less time-consuming ultimately because a
clear and realistic plan reduces the time spent in work¬
ing at cross-purposes.

When goals and activities are

clear and the time needed for goal achievement has been
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set, the quality of time spent together is enhanced.
Herje contends that exploring alternatives from which
patients can choose what they are willing and able to
do is less time-consuming than telling them what they
should do.63
4.

Outcome evaluation and accountability are

facilitated.

When nurse-client contracting is used, the

process of evaluation is simplified because goals are
clear,

responsibilities are explicit, and roles are

stated.

In recognition of the pressing need for docu¬

mentation of the nurse's contribution to health care,
the nurse-client contract provides a source of informa¬
tion.

Contracts validate the importance of the role of

the nurse as counselor, teacher and advocate.

These

roles are essential to goal achievement by clients and
are often underestimated in terms of contribution to
preserving and maintaining health.

Nurse-client con¬

tracts are also relevant for documenting the successes
and failures within the context of nurse-client rela¬
tionships.

This data should provide a rich source of

information for research designed to achieve the highest
quality of nursing care.

6:5Herje, p.

32.
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Problems.

Although there are many advantages of con¬

tracting, there are occasional problems because of fac¬
tors related to the client, the nurse, or the interac¬
tion between them.

The client may be unable or unwill¬

ing to meet the responsibilities agreed to in the con¬
tract because of a variety of reasons, such as changes
in health status, unresolved dependency needs, or ambiv¬
alence about the process of contracting.

Nurses may

also find it difficult or impossible to assume the re¬
sponsibilities set forth in the contract because of in¬
sufficient time or resources.

Zangari and Duffy explain

that the spirit of the contract is as important as its
content, and that contracts, if used as a way of manipu¬
lating the patient, even if it "is for his own good,"
are countertherapeutic.^

Timing and intent are im¬

portant considerations when contracts are used.
In the shift of philosophy which represents a move
away from a benevolent, authoritarian, and paternalistic
orientation to helping and toward a philosophy of mutual
respect,

involvement and cooperation, some nurses may

feel that there is a loss of power by relinquishing this
to clients.

The sharing of power may be difficult, un¬

comfortable and even threatening for many nurses.

^Zangari and Duffy, p. 453.

Wold
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states that although these
efits

for the client

feelings may occur,

the ben¬

"outweigh the misgivings that some¬

times result."65
Sometimes nurses and clients become unduly con¬
cerned about the legal implications of nurse-client con¬
tracts.

The fears related to this aspect may keep many

from engaging in the process.
addressed by some authors,

and it has been suggested

that a statement stating that
tract" can be inserted.
a legal contract,

These fears have been

"it is not a legal con¬

The point that there is always

even when not written,

is one that

requires discussion and emphasis for nurses learning
this process.
If contracting is used without understanding the
philosophical basis as well as the process,
result

in an impersonal,

this may

business-like process with a

less meaningful agreement between the nurse and cli¬
ent.

There is considerable evidence to indicate that

certain methods and approaches work because the helper
believes that these are effective.

Conversely,

method is viewed with skepticism and doubt,
influence the success with which it is used.
nurses may

if this

this will
Some

feel that contracts are antithetical to a

65Wold,

p.

327.
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relationship based on trust and openness.
beliefs pervade,
In reality,

When these

the process of contracting is impeded.

the essence of trusting relationships is the

exposure of intents by committing these to writing.
Visibility strengthens the comprehensibility of goals
and plans.
Lastly,

there are criteria that should be used in

the nurse's decision to use written contracts with cli¬
ents.

First,

the client should be able to comprehend

the nature and purpose of contracting.

Second,

the

client should be capable of defining mutual goals and
responsibilities and have the coping skills and re¬
sources to comply with the agreement.

Third,

the client

and nurse should be able to communicate in the same
language.
There may be situations in which contracting with
the client

is impossible or inadvisable.

The profes¬

sional judgement of the nurse is the best guide,
there are a

few

but

factors which may preclude the possibil¬

ity of creating a nurse-client contract or require mod¬
ifications in the process.

Some of these are:

acute¬

ness of biophysiological or psychosocial stress or dis¬
tress;

age and maturity of the client;

tional background of the client.

and the educa¬

Again,

the nurse,

cli¬

ent and situation taken together need to be considered
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individually and decisions made accordingly.

Summary.

Part One of the review of literature iden¬

tified the way that nurse-client contracting has evolved
in nursing practice.
odology,

This process is not simply a meth¬

but an integral component of a philosophy of

nursing which values client participation.
is a disciplined,

Contracting

deliberative way of establishing,

maintaining and terminating nurse-client relationships.
In other words,

the relationships are facilitated and

strengthened through the contracting process.
The review of literature also illuminated the fact
that contracting in nursing practice has a variety of
descriptors such as nursing contracts,
tracts,

and contingency contracts.

clinical con¬

Although there may

be different philosophical or psychological orienta¬
tions,

the primary objective of contracting is to inter¬

weave the strengths of the nurse and the client to form
a mutually-derived,

realistic plan which is symbolic of

the nurse-client relationship.
The

information gleaned from the review of litera¬

ture provided the basis

for the creation of a teaching-

learning module on contracting;

for the design of sev¬

eral contracts to be used as models in the study;
to prepare a protocol

and

for integrating contracting into
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the Nursing Process.
This review also confirmed that both nurses and
clients who have been involved in contracting have
expressed general satisfaction with this methodology.

Part Two;
Review of Selected Literature
on Client Satisfaction and the
Determinants of Client Satisfaction

Satisfaction as a legitimate measure of evaluating
health care was the focus of this part of the review of
literature.

From this review emerged various determi¬

nants of satisfaction which were explored further in
order to delineate both general and specific dimensions
of satisfaction.
source

for items

These dimensions then provided a
in the development of the questionnaire

used to measure client satisfaction with nursing care.
Client participation is a key concept related to
satisfaction and nurse-client contracting.

This concept

was reviewed extensively because this was the link be¬
tween the

independent variable of the study,

ent contracting,

and the dependent variable,

nurse-cli¬
client

satisfaction with nursing care.
Organizationally there are three sub-sections to
Part Two:

satisfaction as a measure for assessing

quality of care;

delineation of general and specific
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dimensions of satisfaction; and client participation as
a component of satisfaction.

Satisfaction as a measure for assessing quality of
health care.

Patient satisfaction has been used to

assess the quality of nursing care and health care for
at least twenty years.

The usefulness of this concept

is validated by increasing numbers of studies using sat¬
isfaction as a dependent variable, and the recent atten¬
tion given to the measurement and meaning of satisfac¬
tion.

A notable example of this emphasis in the field

of medical care is Donabedian's early study and discus¬
sion of quality care assessment.

He contends that the

ultimate validator of the quality of care is its effec¬
tiveness in achieving or producing health and satisfac-

. .

t ion.

66

In an extensive review of the state of the art in
using satisfaction measures, Ware et al. observed that
surveys of patient satisfaction have been used for two
major purposes.^7

First, the data have been used as

66Avedis Donabedian, "Evaluating the Quality of
Medical Care," Milbank Memorial Quarterly 44 (Part 2):
pp. 166-206.
67john E. Ware, Jr., Allyson Davies Avery and
Anita L. Stewart, "The Measurement and Meaning of
Satisfaction," Health and Medical Care Services Review 1 (January-February 1978J:
p. 2.
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dependent variables to evaluate provider services and
facilities on the assumption that patient satisfaction
is an indicator of the structure,
of care.

Second,

process and outcomes

satisfaction data have been used as

independent variables to predict consumer behavior
(e.g.,

use of services)

on the assumption that differ¬

ences in satisfaction influence what people do.

Graff

defended the concept of satisfaction as a means of de¬
termining the quality of care by the following state¬
ment:

It would still seem that one of the best ways of
finding out whether you are doing a good job is to
ask people ... If our aim is to please and to
produce that which pleases, it ought not to be too
difficult to find out if we have succeeded . . .
patient satisfaction is the ultimate outcome in
evaluating quality of medical care.68

The concept of satisfaction has been used in many
studies of nursing care,
In nursing,

medical care and dental care.

a classic study of patient satisfaction was

conducted by Abdellah and Levine in the late fifties.
They developed an instrument to measure satisfaction

ing,
16,

68i_ouis Graff, "On Patient Satisfaction, MarketResearch and Other Things," Hospitals 46 (January
1979):

p.

59.
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with hospital nursing69 and found that satisfaction
levels were directly related to the amount of care
given, that is the number of nurses assigned to the hos¬
pital unit and the amount of time spent with the pa¬
tient.70’71
findings,

Although not specifically stated in the

it can be postulated that increased opportun¬

ities to interact with nurses influenced perceptions of
satisfaction.
The visiting nurse associations of New Haven
and Boston conducted surveys in 1981 which revealed a
very high level of client satisfaction.72

In the

Boston survey eighty-four percent of clients who
replied were pleased without reservation,
percent were pleased,

fourteen

"but had some constructive

suggestions," and two percent were dissatisfied.
In the latter group, clients preferred more frequent
69Faye Abdellah and Eugene Levine, "Developing a
Measure of Patient and Personnel Satisfaction with Nurs¬
ing Care," Nursing Research 5 (February 1957):
pp. 100108.
7(^Idem., Effect of Nurse Staffing on Satisfaction
with Nursing Care (Chicago:
American Hospital Association Monograph, Series No. 4, 1958).
7lldem., Patients and Personnel Speak (Washing¬
ton, D.C.:
U.S. Government Printing Office, PHS Publi¬
cation No. 527, 1964), results published in a news¬
letter .
72The reports of each survey were. prepared by
each agency independently and are on file in the agency.
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visits and a more definite schedule, as well as replace¬
ments of personnel in the event of illness.
From the numerous studies which have been done in
medical care using satisfaction with medical care and
with providers of medical care in a variety of settings,
it has been shown that satisfaction is a widely used
measure of assessment.

Studies in dental care also show

the extensive use of this measure.^

Most studies also

reveal that clients generally report more satisfaction
than dissatisfaction.
Pope confirmed the finding that negative comments
are difficult for clients to make, by observing the dif¬
ferences between subscribers and former subscribers to
a health maintenance organization.

More former sub¬

scribers included statements which could be considered
in the category of dissatisfaction than their counterparts in this system.
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Other researchers who have used the concept of con¬
sumer satisfaction have also recognized that there is
an inclination on the part of clients to express satis-

73acco Hengst and Klaus Roughman, "The Two Dimen¬
sions of Satisfaction with Dental Care," Medical Care
16 (March 1978):
p. 202.

7Z*Clvde Pope, "Consumer Satisfaction in a Health
Maintenance Organization," Journal of Health and Socia_
Behavior 16 (September 1978):
pp. 291-303.

67

faction.

Justice and McBee proposed that some clients

may have a hidden fear that if they do not, services
will be inferior for them or withdrawn or, in the case
of former clients,
if needed again.75

fear that treatment may be withheld
This may be true even when reassur¬

ance is given that all responses will remain anonymous.
Pope also suggested that satisfaction should be
considered in light of expectations, and that satisfac¬
tion and dissatisfaction are not mutually exclusive, but
are likely to exist side by side.76

It is not only

possible, but highly likely that a person may be gener¬
ally satisfied but still have a number of specific dis¬
satisfactions with services being assessed.77
Although many studies support the idea that con¬
sumers are generally satisfied with health care, others
have presented different findings.

In one study of con¬

sumer-oriented, nurse-midwifery services, Rising ob¬
served that many consumers were irate because "others
were determining that their needs were being met, when
75eiair Justice and George McBee, "A Client Sat¬
isfaction Survey as One Element in Evaluation," Commun¬
ity Mental Health Journal 14 (Fall 1978):
pp. 512-516.
76Pope, p. 302.
77William T. Hart and Louise Bassett, "Measuring
Consumer Satisfaction in a Mental Health Center," Mi'
oital and Community Psychiatry 26 (August 1975).
pp.
512-514.
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their feelings strongly indicated that this is not the
78
case."
In expressing the desire for personalized,
family-centered care, the women in this study wanted
control over their experience and viewed the role of the
provider as the facilitator of a satisfying and safe
childbearing process.
Swansburg noted a similar situation to demonstrate
that these women are not unique in their need for educa¬
tion and support as a way of achieving control in childbearing experiences.

79

He found that when women were

not assisted by nurse-midwives during delivery, the
ratio of forceps-assisted deliveries increased signifi¬
cantly.

Although not stated, it can be speculated that

the decrease in control because of the use of forceps
negatively influenced feelings of satisfaction with the
childbearing experience.
In a recent poll reported in a lay magazine, a ran¬
dom survey of nurses, physicians and readers revealed
that less than half of the patients considered medical
care provided by doctors and nurses as excellent, and
eighteen percent stated that care was fair to poor.

In

78Rising, pp. 251-262.
79Russell Swansburg, "The Consumer's Perception
of Nursing Care," Supervisor Nurse 12 (May 1981):
pp.
30-33.
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the particular characteristics of warmth, concern and
availability, many expressed dissatisfaction with both
doctors and nurses.

Seventy-four percent expressed gen¬

eral dissatisfaction with hospital experiences.

It was

concluded that medical and nursing care are far from
ideal from the readers' point of view.80
After surveying the literature on the topic of sat¬
isfaction,

in general, it was found that this is a com¬

plex concept, but one that is frequently used in assess¬
ing client perceptions about the quality of care.

There

are also limitations in the use of this concept because
opinions and attitudes are the basis for judgements
about satisfaction.

The literature in the social sci¬

ences is replete with documentation of the difficulties
encountered in attitude measurement.

Delineation of dimensions of satisfaction.

In the re¬

view of studies in which satisfaction was used, several
dimensions of satisfaction were identified.

These in¬

clude the general dimension of overall satisfaction, and
the specific dimensions of satisfaction within the cate¬
gories of the provider, the process, and skills of the
SOjhis poll was conducted by Dr. Jonathan
Freedman, Professor of Psychology at Columbia Uni¬
versity and reported in Good Housekeeping Magazine,
June 1979.
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outcomes or product.

Both the general and specific

dimensions of satisfaction are relevant to this study.

General dimensions of satisfaction.

In the most exten¬

sive review of the literature on satisfaction to date,
Ware and his colleagues analyzed the published studies
in patient satisfaction.
These were:

Eight aspects were identified.

art of care; technical quality of care;

accessibility/convenience;

finances; physical environ¬

ment; availability; continuity of care; and efficacy/
outcomes of care.

81

Six of these are important to

this study.
1.

Art of care.

This pertains to the amount of

"caring" shown toward patients on a continuum.

Positive

aspects are provider characteristics such as concern,
consideration,

friendliness, patience and sincerity.

On the negative end of the continuum are characteristics
such as abruptness, disrespect, and the extent to which
providers embarrass, hurt,

insult or unnecessarily worry

their patients.
2.

Technical quality of care.

This aspect refers

to the competence of providers and their adherence to
standards.

Patient perceptions of technical quality are

8J-Ware et al., pp. 4-5.
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in terms of skills and abilities.

Such descriptors as

accuracy, experience, thoroughness, and the extent to
which providers attend to details were included as pos¬
itive descriptors.

Avoiding mistakes, giving good exam¬

inations and clearly explaining what is expected of
their patients are also positive aspects of the techn¬
ical quality of care.

The plausible opposites comprise

the negative end of this continuum.
3.

Accessibility/convenience.

This dimension in¬

cludes the logical factors in arranging for care, in¬
cluding timing, availability and arrangements for care.
4.

Finances.

Financial factors, such as cost,

ability to pay for services and flexibility are included
in this category of satisfaction.
3.

Continuity of care.

Defined in terms of the

regularity of care from the same provider, this dimen¬
sion is positive when there is continuity in the source
of care.
6.

Efficacv/outcomes.

Satisfaction with efficacy

and outcomes of care is measured in terms of perceptions
regarding the usefulness or helpfulness of providers or
specific treatment regimes in improving or maintaining
health status.

Although this dimension is infrequently

used in patient satisfaction surveys, Ware explains,
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in 'locus of control' terminology, a favorable per¬
ception regarding efficacy indicates a belief that
desirable health status outcomes are under the con¬
trol and influence of providers, e.g. that doctors
help their patients by curing them, relieving suf¬
fering and/or preventing disease.82
These general dimensions were coalesced in other
literature which related to client satisfaction as a
direct measure of the quality of health care, result¬
ing in three specific dimensions.

Specific dimensions of satisfaction.
1.

Satisfaction with the health care provider.

From data on 1,761 patients, Woolley et al. observed a
chain of relationships between patient expectations,
doctor-patient communication, compliance, outcomes of
care and patient satisfaction.

The way that the patient

felt about the physician as a provider was the most important predictor of satisfaction.

83

This finding was

consistent with Haynes' earlier report that,
the degree to which he (the patient) believes the
doctor cares about him may well be the most

82Ibid., p.

5.

83r0ss
F. Woolley, Robert L. Kane, Charles C.
Hughes and Diana D. Wright, "The Effects of Doctor/
Patient Communication on Satisfaction and Outcome o
Care," Social Science and Medicine 12 (1978):
PP*
123-128.
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important element in determining compliance and
satisfaction.84

Further,

Haynes suggested that the effectiveness of the

doctor-patient communication may be far less important
than the fact that the attempt was made.
he said,

"Certainly,"

"patients respond very positively to providers

who try to explain things, even when the explanation
falls outside conventional wisdom."

85

When clients perceive that a provider is intending
to help, they usually respond with attitudes of being
helped.

86

This is a powerful concept in the helping

professions necessitating careful attention to the
"self as instrument" attributes of the provider.

87

The importance of the affective behavior of care
providers was confirmed in a study of client satisfac¬
tion with general practitioners.

Affective behavior

was defined as a type of behavior directed by the
84r. Brian Haynes, "A Critical Review of the De-.
terminants of Patient Compliance with Therapeutic Regi¬
mens," in David L. Sackett and R. Brian Haynes, eds.,
Compliance with Therapeutic Regimens (Baltimore:
The
Johns Hopkins University Press, 1976).
85ibid., p.

127.

86Fred E. Fiedler in Arthur Combs et al., Florida
Studies in the Helping Professions (Gainsville, Florida
University of Florida Press, 1969).
^Arthur Combs, Helping Relationships (Boston.
Allyn and Bacon, 1971T1 Chapter 2.
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physician toward the patient as a person rather than as
a "case."

This included allocation of sufficient time

in order to give the patient the chance to present any
problem worrying him, to allow for a satisfactory re¬
sponse by the practitioner, to show interest in the pa¬
tient's personal problems, and to demonstrate devotion
to the management of problems presented.

Three vari¬

ables were used to measure satisfaction.

These were

the extent to which a) clients felt that the general
practitioner knew how to cope with the problem (skills);
b) they were given the required treatment; and c) reas¬
surance was a consequence of the intervention.
In the above study, Ben-Zira concluded that,
the fewer the clues that enable the patient to
assess the instrumental part of the physician's
behavior, the stronger the dependence on the prac¬
titioner's emotional response.88
In a similar study, Fleming analyzed several items
related to consumer satisfaction and found that courtesy
and consideration of nurses were most highly correlated
with consumer judgements of quality.89

This confirmed

88Zeev Ben-Zira, "The Function of the Profession¬
als' Affective Behavior on Client Satisfaction:
A Re¬
vised Approach to Social Interaction Theory," Journ|l
of Hpa 11h and Social Behavior 3 (March 1976):
pp. 3-11.
89cretchen V. Fleming, "Using Consumer Evaluations
pp.
of Health Care, ii Hospital Progress 8 (August 1979):
54-60.
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a previous finding by Ware et al. in which satisfaction
with the humaneness of care was observed to be one of
the most important correlates of the behavioral outcomes
studied.90
Although findings regarding the validity of satis¬
faction scores as dependent variables in relation to
specific characteristics of providers are limited, sev¬
eral studies suggest that this is an important dimension
of satisfaction.

Generally, studies indicate that pa¬

tients tend to be more satisfied when providers were
happier and had more favorable attitudes toward pa¬
tients, when providers showed personal interest, and
when providers spent enough time with patients.

91

It is admittedly difficult to separate satisfaction
with the provider from satisfaction with process and
outcomes, yet there were sufficient data to support the
fact that the attributes of the provider as a person and
their attitudes toward the client affect perceptions
about satisfaction.
2.

Satisfaction with process and outcomes.

Given

et al. examined the relationships between the process

90John E. Ware, W. Russell Wright, Mary K. Snyder
and Godwin C. Chu, "Consumer Perceptions of Health Care
Services:
Implications for Academic Medicine," Journal
of Medical Education 50 (September 1975):
p. 846.
91Ibid., p. 847.
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of care and the outcome components of patient care in a
study of one hundred and three clients with hypertension
of varying degrees of severity.Process was described
as

a series of activities carried out by health care
professionals including:
establishing a diagno¬
sis. . . . the prescription of a therapeutic re¬
gime . . . and providing for continuity and follow
up care.
Outcomes of care were defined as the results of care,
that is, a measurable aspect of health status.

Among

these were functional health status, clinical health
status,

patient perceptions and satisfaction with health

status and management of care, and patient knowledge and
understanding of his problem and therapeutic regime.

94

The activities of providers and the behavior of
patients established a base for the management of the
clinical problems.

The findings of the study indicated

that comprehensive diagnostic and therapeutic approaches
not only affected patients' clinical state, but provided
a cooperative environment for patients to learn and to
92earbara Given, William Given and Lewis E.
Simoni, "Relationship of Processes of Care to Patient
Outcomes," Nursing Research 28 (March-April 1979):
pp.
85-93.
9^lbid ., p. 85.
94 Ibid.
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participate in therapeutic processes.

it was concluded

that provider processes are necessary, but may not be
sufficient to achieve the desired outcomes.

Eliciting

client involvement is an essential ingredient and deter¬
minant of outcomes.

The benefits of this investment are measured in
the levels of compliance which ultimately appear
to be the critical factor in predicting desirable
outcomes.95

Finally, these authors recommended that future research
should include greater emphasis on the patient as an
active participant in his care.

96

The literature confirms that studies which attempt
to document the connections between process variables
and patient outcomes represent a more comprehensive ap¬
proach to health care evaluation than those which attend
only to measures of process or outcomes exclusively.
Client participation.

97

When clients are involved in

95given et al., p. 92.
96jbid., p. 93.
97oonna Diers et al., "The Effect of Nursing
Interaction on Patients in Pain," Nursing Research 21
(September-October 1972):
pp. 419-428 and Marie J.
Zimmer, "Quality Assurance for Outcomes of Patient
Care," Nursing Clinics of North America 9 (June 1974):
pp. 303-313 and Doris Block, "Evaluation of Nursing Care
in Terms of Process and Outcome," Nursing Research 24
(July-August 1975):
pp. 256-263.
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the process of health care, that is, deliberately en¬
franchised to participate in a partnership with the
nurse, their feelings about the experiences are more
positive.

Conversely, clients are often distressed and

frustrated when they are unsure of their role.

As a

result of this uncertainty, many clients may choose the
path of least resistance and "go along with" the health
professional while others may silently decide not to
heed advice or recommendations.

When a person is intim¬

idated for any reason, there is hesitation to partici¬
pate in any way, even in asking questions which are very
important to them but are not asked because of the fear
that these will be interpreted as irrelevant or poorly
conceived.

Like the main character in Tolstoy's The

Death of Ivan Illich, the consumer can at most say,
.

.

. probably often put inappropriate questions .

but tell me,

"we
.

.

in general, is there anything that can be

done?"
Client involvement is a critical theme in satisfac¬
tion with the process and outcomes of care.

This has

been demonstrated by researchers of nursing practices
as well as in theory.

In a classic study designed to

sensitize health professionals to the psychosocial im¬
pact of illness, Brown discovered that it was very im¬
portant for patients to participate and to be consulted
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in the planning of daily schedules and in decision-mak¬
ing.

In one example, a client indicated the strength

of these feelings:
I should like a sense that I have some 'say so'
about what I am going to do or what is going to
happen . . . that I still rule my own life.98
More recently, Boettcher reiterated that participation
is vital to changes in the direction of growth.

She

believes that,
When a person participates in the planning and
implementation of his own health care regimes,
motivation for indicated change and growth is
enhanced.99
In a critical analysis of nursing, Lysaught con¬
firmed the need for nurses and other health profession¬
als to establish alliances with clients for their indi¬
vidual and collective health.100

The most incisive

and enlightening work on client participation

98Esther Lucille Brown, Newer Dimensions of Pa¬
tient Care (New York:
Russell Sage Foundation, 1961).
99eoettcher, p. 7.
100Jerome Lysaught, "Professional Partnerships
in Health Care:
The Need for Research in Nursing Practice?" in Jerome Lysaught (ed.) Ant.ion for Nursing:
Progress in Professional Purpose (New York:
McGraw Hill
Book Company, 1974).”
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was done by Fischer and Brodsky.101

Based on the

legend of Prometheus, these authors put forth a princi¬
ple by his name which asserts that,
If a citizen is to make optimal use of the human
service professions, he must be enfranchised to
participate actively both in the gathering and
evaluation of information and then in subsequent
decision-making and reckoning.102

During the last 20 years, a few research studies
have been undertaken to show the effect of client
participation on outcomes.

In one such study in 1965,

Tryon and Leonard proposed that,
If a patient is approached as a person with the
ultimate power of accepting or rejecting the pro¬
posed care, then the effectiveness of that care is
increased and both patient and staff satisfaction
is increased.
Based on this premise, the nurse's approach was varied
so that the patient was given an active role in the
experimental group and no changes were made for the

lOlConstance T. Fischer and Stanley L. Brodsky
(eds.), Client Participation in Human Services (New
Brunswick, New Jersey:
Transaction Books, 1978).
l°2Ibid., p. vii.
103p(-,yiiis a. Tryon and Robert C. Leonard, "Giving
the Patient an Active Role," in James K. Skipper and
Robert C. Leonard (eds.) Social Interaction and Patient
Care (Philadelphia:
J. B. Lippincott Co., 1965):
pp.
120-127.
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control group.

Done with a group of maternity patients,

the experiment was conducted expressly to test Wiedenbach's earlier hypothesis that "there is greater effec¬
tiveness for the predelivery treatments if acceptance
and cooperation is elicited by the nurse."104

The

objective indicators of effectiveness and subjective
responses from the patients indicated that those in the
experimental group experienced more effective procedures
and were more satisfied than their counterparts in the
control group.

105

They found that although clients

in both groups reported being satisfied about the doc¬
tors and nurses and about labor and delivery, all of
the experimental group described the nurse as helpful,
whereas seventeen percent of the control group described
her as "indifferent."

These researchers affirmed that,

When the patient participates in planning for (his)
care, (he) assumes some responsibility for the out¬
comes or the effect of that care ... an active,
patient role requires more of the patient . . . it
also requires more involvement of those working
with him . . .but the outcome in both effectiveness
of care and satisfactions of patient and practi¬
tioner makes the investment worthwhile.iU6

104Ernestine Wiedenbach, Clinical Nursing;-A
Helping Art (New York:
Springer Publishing Co., 1964).
105Tryon and Leonard, p.
lO^Ibid. , p.

121.

124.
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The relationship between client involvement and
satisfaction with outcomes is clear from many other
experiences and studies in health care settings.
Mercer and Kane described an experiment in which
nursing home residents were allowed to participate in
activities such as becoming members of the residence
council.A significant reduction in hopelessness
and a significant increase in overall activity took
place among the experimental group.

Choices in activi¬

ties and a sense of control are important to feelings
of satisfaction and happiness.
One quasi-experimental study using client partici¬
pation and client and nurse satisfaction with selected
health care activities was conducted by Hefferin.

108

The study was designed to compare health goal achieve¬
ment among patients in a Veterans hospital under two
discrete circumstances.

The first condition was one in

which nurses identified what they felt were appropriate
health goals for their patients, and in the second con-

lO^Susan Mercer and Rosalie A. Kane, "Helplessness
and Hopelessness among the Institutionalized Aged:
An
Experiment," Health and Social Work 4 (February 1979).
pp. 90-116.
108Elizabeth A. Hefferin, "Health Goal_Setting:
Patient-Nurse Collaboration at Veterans Admin f/nf10"
Facilities," Military Medicine 144 (December 1979;.
pp
814-822.

\
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dition, patients and nurses together developed written
statements of the patients' own health goals.
Hefferin drew four conclusions about the effects
of involving patients in their own care.

(1) The degree

of patient progress, both incremental and temporal, to¬
ward the identified health goals was higher among pa¬
tients with whom the written goal statement was devel¬
oped.

(2) The degree of patient satisfaction with se¬

lected aspects of their health care was higher among
patients with whom the written goals statement was de¬
veloped.

(3) Nurse estimates of the degree of patient

satisfaction with involvement in their own care were
higher for patients in the experimental group.

Even

though the direction of nurse opinions about patient
satisfactions corresponded with the patient's ratings,
the nurses consistently underestimated the degree or
magnitude of the patient's expressed levels of satisfac¬
tion.

(4) Nurse satisfactions with patient care activ¬

ities and responsibilities were higher when considered
in relation to working with patients with whom written
health goal statements were jointly prepared.
This study supported the conclusion that there are
measurable benefits for both patients and nurses through
formalizing the process of involving patients in health
goal-setting and evaluation.
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In the sphere of medical practice,
have been documented.

For example,

similar findings

patient-practitioner

agreements about the nature of medical problems were
found to
tients.

facilitate problem resolution as judged by pa-

109

A subsequent study involving 135 patients

confirmed that the practitioners also believed that bet¬
ter outcomes are realized,

regardless of the severity of

problems when there is patient-practitioner agreement
about the nature of the problems.110
Another influence on client perceptions of satis¬
faction is the nature of the relationship between the
client and the health professional.
have

Many researchers

found that there is a positive relationship be¬

tween the outcomes of care by health professionals and
the relationship between the health professional and
client. HI»112
l°9Barbara Starfield, Donald Steinwacks, Ira_
Morris, George Bause, Stephen Siebart, Craig Westin et
al., "Patient-Provider Agreement about Problems:
Influ¬
ences on Outcome of Care," Journal of the American Med¬
ical Association 242 (July 27, 1979) :
pp~! 344-346.
HOBarbara Starfield, Christine Wray et al., "The
Influence of Patient-Practitioner Agreement on Outcome
of Care," American Journal of Public Health 72 (February
1981):
pp. 127-130.
UlMoira Stewart, J.R. McWhenney and Carol Buck,
"The Doctor-Patient Relationship and Its Effect Upon
Outcome," Journal of the Roval College of General Prac¬
titioners 29 (February 1979):pp. 77-82.
H2Debra L. Roter, "Patient-Participation in the
Patient-Provider Interaction, Satisfaction and Compli-
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Summary.

The review of literature on satisfaction docu¬

mented the use of this concept for assessing effective¬
ness of nursing care.

Three major dimensions of satis¬

faction were identified:

satisfaction with the nurse

as a person; satisfaction with the process used by the
nurse; and satisfaction with outcomes.
visions were also identified.

Related subdi¬

These were relationship

satisfaction and involvement satisfaction.

Each of

these dimensions provided a context for the items which
were formulated for the client-family satisfaction ques¬
tionnaire.

Although satisfaction is not a precise mea¬

sure of the quality of health care, it is a concept
which is widely used and understood to express positive
thoughts and attitudes about providers, processes and
outcomes of care in the health systems.

Part Three:

Review of Selected Literature
on Locus of Control

While other attributes and characteristics of
nurses may influence client perceptions of satisfac¬
tion , H3 an earlier experiment in nurse-patient conance," (Health Education Monograph, No. 4,
281-297.

1977):

pp.

113Elaine D. Dyer, Mary A. Monsonand JennieB.
VanDrimmelen, "What are the Relationships of Quality
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tracting suggested that beliefs of nurses about thenselves could be tangentially related to satisfaction
with contracting.114

Consequently, the construct of

locus of control was selected for review because it was
deemed important to identify at least one attribute
which purports to characterize behavior in terms of be¬
liefs.

The ultimate purpose was to control for this

attribute of nurses in the assessment of client satis¬
faction with nursing care in both the experimental and
control groups in the study.
The internal-external control of reinforcement var¬
iable, commonly referred to as locus of control, has had
an interesting and convoluted history since the original
research 25 years ago.

There continue to be problems

and issues in the use of this construct, but it contin¬
ues to be used in the field of psychological and socio¬
logical research.
This part of the review of literature will include
a description of the internal-external control of rein¬
forcement as a variable and relevant studies using this
construct.

Patient Care to Nurses' Performance, Biographical and
Personality Variables?" Psychological Reports 36 (February-June 1975):
pp. 255-266.
H^Sheridan and Smith, p. 114.
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Description of internal-external locus of control.

The

concept of locus of control has been used extensively
as a personality variable in social and behavioral sci¬
ence research.

A major interpretation of these studies

is that research in human learning should take into ac¬
count the subjects' perception of the degree of control
over an experimental task.
The locus of control construct is derived from
Rotter's social learning theory.

The construct was con¬

verted to scales for the measurement of internal-exter¬
nal locus of control as interpersonal variables by two
of Rotter's students, James and Phares.115

Original¬

ly, the locus of control was described in the following
way:
. . . an event regarded by some persons as a reward
or reinforcement may be differently perceived and
reacted to by others.
One of the determinants.of
this reaction is the degree to which the individual
perceives that the reward follows from, or is con¬
tingent upon, his own behavior or attributes versus
the degree to which he feels the reward is con¬
trolled by forces outside of himself and may occur
independently of his own actions ... a perception
of causal relationship need not be all or none but
can vary in degree.
When a reinforcement is per¬
ceived by the subject as following some action of
his own but not being entirely contingent upon his
action, then in our culture it is typically per-

115j0hn Robinson and Philip R. Shaver, Measures
of Social Psychological Attitudes (Ann Arbor, Michigan.
Institute for Social Research, 1973).
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ceived as the result of luck, chance, fate or under
the control of powerful others, or as unpredictable
because of the great complexity of the forces sur¬
rounding him.
When the event is interpreted in
this way by an individual, we have labeled this a
belief in external control.
If the person per¬
ceives that the event is contingent upon his own
behavior or his own relatively permanent charac¬
teristics, we have termed this a belief in inter¬
nal control.116
The internal-external (IE) locus of control con¬
cept,

therefore,

refers to the extent to which persons

perceive contingency relationships between their actions
and outcomes.

Using this theory, people develop expec¬

tations concerning the amount of control they believe
they have over their reinforcements in everyday living.
Those with a belief in internal control think that, for
the most part, what happens to them is due to their own
efforts, abilities and skills.

Conversely, people with

a belief in external control think that what happens to
them is primarily due to chance,

fate or the influence

of powerful others.
Several reviews of research on locus of control
have concluded that the IE construct has sufficient re¬
liability and validity to warrant further use.

When

used in research in human learning, it has been ascer116Julian B. Rotter, "Generalized Expectancies
for Internal Versus External Control of Reinforcement,
Psychological Monographs 80 (Whole No. 609, 1966).
p.
1

.
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tained that there are differences in individuals who are
internally controlled, in contrast to the individual who
is externally controlled.

Mahoney extrapolated four

features which Rotter used to distinguish internals
from externals.

These were that internals are more

likely to 1) be alert to those aspects of the environ¬
ment that provide useful information for his future be¬
havior; 2) take steps to improve his environmental con¬
ditions; 3) place greater value on skill or achievement
reinforcements and to be generally more concerned about
his ability; and 4) be resistive to subtle attempts to
influence him.'*''*'7

Problems and misconceptions.

Several years ago Rotter

reviewed the concept of locus of control and identified
some of the problems and misconceptions related to this
construct.'*''*'8

Strickland, an expert in the use, adap¬

tation and analysis of the IE dimensions, also summar-

H7Michael Mahoney and Carl Thoreson, Self-Control--Power to the Person (Monterey, California:
Brooks/Cole Publishing Co., Division of Wadsworth Pub¬
lishing Co., 1974):
pp. 194-197.
HSjuiian B.
ceptions Related
External Control
ing and Clinical
56-67.

Rotter, "Some Problems and Miscon¬
to the Construct of Internal versus
of Reinforcement," Journal of Consult¬
Psychology 43 (February 1973):
pp.

90

ized and critiqued many studies.119

Most recently,

researchers in nursing have discussed the use and limi¬
tations of locus of control and the IE scale in nursing.
The major problems with the use of locus of control
as a variable were summarized by Lowery,120 and several
suggestions were made for those who use this construct
and the IE measurement.

First, researchers were advised

to understand the basic ideas in social learning theory,
particularly that behavioral potential in a specific
situation is a function of the expectancy that rein¬
forcement will occur and the value of that reinforcement
for that individual.
Second, when locus of control is measured by the IE
scale, predictions by researchers must take into account
the novelty or ambiguity of the situation in which a be¬
havior is predicted.

This is necessary because the more

experience an individual has with a situation, the less
likely it is that generalized expectancy will operate
in that situation.

Conversely, the more novel or ambig-

H^Bonnie R. Strickland, "Internal-External Con¬
trol of Reinforcement," in Thomas Blass, ed., Personal¬
ity Variables and Social Behavior (Hillsdale, New Jer¬
sey:
Lawrence Talbaum Assoc., Inc., 1977):
pp. 219279.
120Barbara J. Lowery, "Misconceptions and Limita," Nursing
tions of Locus of Control and the I-E Scale
294-298.
Research 30 (September-October 1981):
PP-
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uous the situation, the more likely general expectancy
will operate.

In practical terms, researchers need to

describe situations in terms of previous experiences and
clarity when predictions are made.

In this study each

relationship between the nurse and client was new and
therefore likely that generalized expectancy would oper¬
ate.

If situations are not novel or ambiguous, the val¬

ue of the reinforcement needs to be ascertained before
a prediction can be made.

Related to the consideration

of predicting behavior is the wisdom of generating and
examining as many alternative behaviors as possible be¬
fore conjectures are made.
A third caution was to avoid the descriptions for
internals as "good guys" and externals as "bad guys" be¬
cause the relationship between expectancies and behavior
is complex and the designation of value judgements is
simplistic and often erroneous.

Strickland explains

that while much of the IE research does suggest that
internality is related to adaptive and competence-type
behavior,

one must be more than cautious in suggesting

that in contrast, externals are universally maladaptive
and incompetent.

Thus,

Indeed, whatever evaluative adjectives one wished
to use with either ’side,’ equally abusive or com¬
plimentary ones can be found for the other.
I
ternals might be called arrogant, manipulative or
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passive-aggressive at the same time that they are
described as achieving and independent.
The defen¬
sive external might just as well be called realis¬
tic and able to adjust to conflicting demands.121
The fourth and most pervasive concern is that clar¬
ifying the definition and meaning of locus of control
belief remains as a major problem.

Both the interactive

effects with other personality variables and the multi¬
dimensionality of the instrument are subjects for con¬
tinued discussion.

This most recent criticism has cen¬

tered on the fact that the causes people ascribe to out¬
comes tend to be multidimensional, rather than unidimensional as represented by either chance or skill.

122

Despite the problems spawned by continuous and
varied use of this concept, Strickland concluded that
the IE control of reinforcement is a valuable construct
for research.

The definition is undoubtedly related to

attitudes about determinism and freedom and expectancies
about internal versus internal locus of control, which,
even if illusory, appear to be related to a wide
range and a large number of significant social
behaviors.l2^

121strickland, p. 264.
122jbid., p. 262.
123ibid., p. 264.
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Although there are limitations and criticisms of
locus of control, the scope of use has extended to ex¬
periments with children as subjects and to the field of
health care and health behaviors.

Review of selected research studies.

In a selective

research review of the construct of locus of control,
Arakelian cited many conclusions about the attributes
and behaviors of those with internal locus of control
(internals) and those with external locus of control
(externals) drawn from a wide variety of studies.

124

Many were done on clients, but the findings are rele¬
vant to this study.
In a study of social relations, it was found that
persons with internal locus of control show a greater
trust in strangers, are better liked, and are more
persuasive.

Duke and Nowicki suggested that internals

feel more competent and comfortable in dealing with
persons whom they do not know than do externals, who
appear to prefer to keep strangers at a distance.I25
124Maureen Arakelian, "An Assessment and Nursing
Application of the Concept of Locus
Control,
^ -9
vances in Nursing Science 3 (October 1980):
pp. 25.
125Marshall P. Duke and Stephen Nowicki, Jr., "Personality Correlates of the Nowicki-St:°f
Control Scale for Adults," Psychological Reports 33
(August 1973):
pp. 267-270.
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Studying the characteristics of two hundred and five
college women, Bledsoe and Baber found that internal
women were more likely to be "controlled, emotionally
stable, conscientious, trusting, shrewd and sociable."
External women were more likely to be "excitable and
insecure or guiltprone."126

When clients have inter¬

nal locus of control, they have been observed to influ¬
ence the decisions of health care professionals which
"may reflect not only their ability but their desire to
be active participants in their own care."

127

In a study designed to test the hypothesis that
there is a positive relationship between a sense of per¬
sonal control (internal locus of control) and satisfac¬
tion with the experience of prepared childbirth, it was
demonstrated that internal locus of control was related
to satisfaction in the prepared group of women.

128

Learning studies have been done on the concept of
locus of control and implied that persons with internal

126Joseph C. Bledsoe and William C. Baber, "Per¬
sonality Correlates of Locus of Control among College
Women," Psychological Reports 43 (December 1978):
pp.
29-30.
127Arakelian, p. 30.
128Ragon Willmuth, Lelon Weaver and Janet Borenstein, "Satisfaction with Prepared Childbirth and Locus
of Control," Journal of Obstetric, Gynecologic, and Neo¬
natal Nursing~7 (May-June 1978):
PP• 33-37.
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locus of control do not differ from those with external
locus of control in intelligence or learning achieve¬
ments.

They do, however, appear to be more highly moti¬

vated and better able to "extract relevant information
or situational cues and use these data in effective
problem solving."

129

These studies support the likelihood that locus of
control is a significant variable in the way that nurses
work with clients in the identification and solution of
problems.

As learners, nurses with internal locus of

control may be more willing to engage in the learning
process,

even when this is optional, than their col¬

leagues with external locus of control.

It may be fur¬

ther surmised that nurses with internal locus of control
who were involved in the learning process would extrapo¬
late information and change beliefs in a way that would
facilitate contracting within the context of helping
relationships.
Arakelian cited other studies which have addressed
locus of control and gratification and risk-taking, and
self-reliance behaviors.130

Although some inconsis-

129narvey A. Pines and James W. Julian, "Effects
of Task and Social Demands on Locus of Control Differ¬
ences in Information Processing," Journal of Personality,
40 (September 1972):
pp. 407-416.
130Arakelian, p. 30.
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tencies are observed in studies related to gratification
and risk-taking, researchers generally conclude that
persons with internal locus of control are better able
to forego immediate rewards in favor of achieving long¬
term goals which are seen as more valuable.

These per¬

sons also believe that their actions affect outcomes and
may have a greater sense of responsibility for behavior¬
al outcomes.

In terms of self-reliance, internals value

themselves and have need to control events.

They engage

in self-evaluation more readily and appreciate feedback
from others.

Internals also seek help from experts when

this is needed to maintain feelings of competency in
situations.
Many of these attributes may also impact upon the
way nurses with internal locus of control work with cli¬
ents and thus influence perceptions of satisfaction.
The nature of their gratification and risk-taking behav¬
ior could lead to the supposition that these nurses are
willing to work through problems which require long-term
solutions with sustained enthusiasm.

This is encourag¬

ing to clients and may be seen as continued interest on
the part of the nurse in solving even the most difficult
types of problems.
In risk-taking, nurses with internal control may
be more willing to try new approaches, particularly when
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these are learned in a way that the learner believes
the new approach will be advantageous.

Knowledges and

skills learned may give the learner a sense of control
because of understanding a new way of establishing and
maintaining relationships with clients.

The belief that

actions affect outcomes would also seem to enhance the
nurse's commitment to a process which was designed to
identify those actions that would facilitate goal
achievement.
Risk-taking involves being open to new experiences,
and is necessary
ultimate success.

for making decisions and learning and
Dyer and her colleagues confirmed the

importance of biographical and personality variables in
nursing performance,
cation.131

administrative positions,

and edu¬

In a study of 387 staff nurses from 60

wards of a Veteran's Administration Hospital,

it was

found that higher rated nurses generally described them¬
selves in more positive terms and as more helpful,
getic and people-oriented,

ener¬

and that education was re¬

lated positively with patient care and performance mea¬
sures,

often significantly.

13lElaine Dyer, Mary A. Monson and Jennie B. Van
Dremmeler, "What Are the Relationships of Quality Patient Care to Nurse's Performance, Biographical and Per¬
sonality Variables," Psychological Reports 36 (February
1963):

pp.

255-266.
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There are many studies using the IE control mea¬
sure for patients, particularly in relation to knowl¬
edge about their disease,1'52 health values,133 and
health behavior.134

Some have observed that internals

who value their health seek more information about
health maintenance, and when ill they appear to learn
more about the disease that affects them.

1 "5 5

Very few studies have been reported in which locus
of control of nurses was used as a variable.

In one

study by Martin and Shepel, twenty-one nurses were
taught counseling techniques and principles with par¬
ticular emphasis on developing a helping relationship,
identifying and exploring problem areas and devising

l^Melvin Seeman and John W. Evans, "Alienation
and Learning in a Hospital Setting," American Sociological Review 27 (December 1962):
pp. 772-783.
133Kenneth A. Wallaston, Shirley Maides and
Barbara S. Wallaston, "Health-Related Information Seek¬
ing as a Function of Health-Related Locus of Control
and Health Value," Journal of Research in Personality
10 (June 1976):
pp. 213-222.

134syivester R. Mlott and Yvonne D. Mlott, "Dog¬
matism and Locus of Control in Individuals who Smoke,
Stopped Smoking and Never Smoked," Journal of Community
Psychology 3 (January 1975):
pp. 53-57.
l^^Barbara S. Wallaston, Kenneth A. Wallaston,
Gordon D. Kaplan and Shirley A. Maides, "Development and
Validation of the Health Locus of Control
nal of Consulting and Clinical Psychology 44 (August
1976):
pp. 580-585.
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plans of action.136

It was noted that a shift toward

internality occurred at the conclusion of the sessions,
perhaps owing to the development of confidence and the
feeling that they could change the direction of events
through the use of counseling skills.
The relationships between the locus of control of
nurses and perceptions of satisfaction by clients is not
documented in the literature, but the findings suggest
that there is greater flexibility when control is de¬
scribed as internal.

This flexibility and related feel¬

ings of confidence that change will be beneficial may
be influential in trying new approaches such as nursepatient contracting.

Ultimately, internal nurses may

be perceived to be more influential in assisting clients
to manage the viscissitudes of illness, leading to
greater satisfaction for clients.
It is conjecture only that nurses who have internal
locus of control will be different than their counter¬
parts in two dimensions of interest in this study.

The

first dimension is willingness to engage in a process
designed to increase the participation of clients.
cifically,

the process is that of contracting.

Spe¬

The sec-

136Roqer D. Martin and Lawrence F. Shepel,
Locus
of Control and Descrimination Ability with Lay Counsel¬
ors," Journal of Consulting and Clinical Psychology 42
(October 1974)1
p. 741.“
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ond dimension is the level of satisfaction reported by
clients, whether contracting was used or not.
Although the literature does not place a value on
internality or externality, the research to date seems
to indicate that internals would be more inclined to
take risks, such as that which needs to be taken in
learning and using a new methodology (e.g., contract¬
ing in nursing practice).

In addition, it may be

assumed that nurses described as internals would convey
assurance to clients that changes in the direction of
health are possible.

This would occur because of basic

beliefs that situations can be changed and are not de¬
pendent on chance or fate.

Summary.

Rotter's IE locus of control variable has been

used in literally hundreds of studies of human behavior.
It has also been extensively analyzed for misconceptions
and limitations by researchers in psychology and nurs¬
ing.

The general conclusion is that it is a valuable

construct with wide applicability.
Most of the research focused on the measurement of
the IE control of subjects with the subsequent predic¬
tion of behavior, or examination of the outcomes of be¬
havior.

No studies were found in which internality or

externality were investigated directly for the effects
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on the attitudes of others.
The themes about internals and externals led to the
general ideas that nurses with these different attri¬
butes have different ways of working with clients and
families.

Theoretically, these differences would be

reflected in degrees of satisfaction from the client's
point of view.

Summary

The review of the literature explained the concepts
of contracting, satisfaction and locus of control, and
showed how each of these are appropriate dimensions for
use in the present investigation.

Examination of each

of the concepts revealed the complex, intricate and del¬
icate nature of human behavior and relationships.

The

connections between and among the concepts were inferred
from the relevance of each one to the quality of nursing
care.
Contracting is important because it is a method for
achieving clarity and mutual participation in nurse-pa¬
tient relationships.

Satisfaction is a way of assessing

the effectiveness of such a methodology.

Locus of con¬

trol helps to explain the differences among people on
the basis of influences on behavior.

Because of their
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appropriateness and significance, each of the variables
was used to conduct this inquiry into the quality of
nursing care.
The review of the literature in these selected
areas also provided the basis for the identification of
the hypotheses for the study.

The next chapter presents

a detailed description of the research approach used to
test the hypotheses.

CHAPTER

I I I

RESEARCH APPROACH

Introduction

This chapter describes the five parts of the re¬
search approach used in this study:

1) the design of

the study; 2) the sampling procedure; 3) the teachinglearning process for contracting; 4) instrumentation;
and 3) methods of data collection and analysis.

Design of the Study

The study conformed to the experimental control
group design described by Kerlinger.^

It was an ex¬

ploratory field study in which the effect of the inde¬
pendent variable, nurse-client contracting, upon the
dependent variable, client satisfaction, was examined.
The effect of the intervening variable, nurse locus of
control, was also explored for interactive effects with
nurse-client contracting.

J-Fred N. Kerlinger, Foundations of Behavioral Research, 2nd ed., (New York:
Holt, Rinehart and Winston,
Inc., 1973):
p. 331.
103
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Figure 4 presents a graphic representation of the de¬
sign.

Figure 5 depicts the linear relationship between

the independent and dependent variables in terms of
nurse locus of control.
In using the design,

initial data about all of the

nurses in participating agencies were collected.

The

instruments used were the Demographic Survey of Nurses
(Appendix A)
Control

and Rotter's Internal-External Locus of

Instrument

(Appendix B).

Nurses were then asked

to make choices about being a member of either the ex¬
perimental

group,

who would learn and use contracting,

or the control group.

It was explained that a three-

month record of all clients admitted to the caseload of
each nurse was necessary for nurses in both groups.
The next phase consisted of planning

for and com¬

pletion of the teaching-learning sessions and a follow¬
up session

for the experimental group.

(A detailed ac¬

count of the content of these sessions is included in
the section on teaching-learning process
ing.)

for contract¬

The participants were asked to consider contract¬

ing with all of the clients admitted to their caseloads
over a three-month period and to use contracting as
frequently as possible.
At

the conclusion of the study period a Client

Satisfaction Questionnaire and a letter of explanation
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Experimental Group of Nurses
with Internal or External
Locus of Control Who Learn
Nurse-Client Contracting

Client Satisfaction

X

y

-X

-y

Control Group of Nurses
with Internal or External
Locus of Control Who Do
Not Learn Nurse-Client
Contracting

Client Satisfaction

Figure 4.
the Study.

Graphic Representation of the Design of
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NURSE
Locus of Control

Internal

Experimental

Contract

External

Control

No Contract

1--1

Experimental

I

Contract

Control

i

No Contract

CLIENT SATISFACTION

Figure 5.
the Study.

Linear Representation of the Design of
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(Appendix

C)

were sent to ell of the clients of nurses

in both the control group and the experimental group.
The clients were screened by the nurses to determine
those willing and able to receive and complete the
questionnaire.

Figure 6 shows the predicted levels of

satisfaction based on the hypotheses.

Sampling Procedure and Description of Sample

The sampling procedure.

In order to select the popula¬

tion of client subjects,

the sampling process involved

the selection of agencies as the primary step.

It was

then a sequential process of seeking agency agreement,
followed by the selection of nurses and their client
participants.
Agencies.
Agencies

The Directory of Certified Home Health

in Massachusetts,

third edition,

compiled and

published by the Massachusetts Association of Community
Health Agencies,

was procured in order to determine the

number and location of community nursing agencies in
the Commonwealth.

These were listed geographically in

Health Systems Areas

(HSA).

HSA I was selected for the

initial sampling procedure because western Massachusetts
is the

location of agencies of a variety of sizes situ¬

ated in rural,

urban and suburban communities.

These
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Variables

Dependent
Client Satisfaction
with

Nurse

Process

Outcomes

Rela- Intion- volveship
ment

Total

Independent
Locus of
Control
Internal

++

++

++

++

++

++

External

+

+

+

+

+

+

+++

+++

+++

+++

++++

++++

++++

++++

Nurse-Client
Contracting

+++

InternalContracting
ExternalContracting

++++

Lowest Satisfaction;
Highest Satisfaction

Figure 6.
on Hypotheses.

Predicted Levels of Satisfaction Based
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agencies also have a variety of administrative struc¬
tures (e.g. , hospital affiliation or independent).
Eighteen agencies, located in the cities and towns
of western Massachusetts,
selection;

fulfilled the criteria for

that is a) certification by meeting estab¬

lished standards and b) provided at least one other
therapeutic service in addition to skilled nursing care
and home health aide service.
The director of each agency was contacted by phone
to arrange a meeting to discuss the study and to obtain
approval to conduct the study.

At this time it was re¬

quested that other nurses in supervisory positions also
attend the meeting.

A letter outlining the details of

the study was sent prior to the meeting (Appendix D).
If approval was given, a time and date for a meet¬
ing with the staff nurses was arranged as soon as feasi¬
ble.

Many considerations were taken into account,

in¬

cluding the schedules of the supervisor and/or director,
vacation schedules and the schedule of the researcher.
Each agency which met the criteria and agreed to
participate in the study was then included as the source
for the selection of the nurses.

These agencies are

described by size in Figure 7.
The director of every agency (18) agreed to discuss
the feasibility and desirability of conducting the study

no

Agency

Size
10 or More
Less Than
Nurses
10 Nurses

Affiliation with
with Hospital
Yes
No

1

X

X

2

X

X

3

X

4

X

3

X

6

X

7

X

8

X

X

9

X

X

10

X

X

11

X

X

12

X

X

13

X

14

X

X

15

X

X

16

X

17

X

18

X

12

X

16

Figure 7.
Description of Agencies in Initial
Sampling Procedure.
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with nurses and clients in the agency.

At these initial

meetings most of the directors were interested and some
were enthusiastic about the concept of contracting and
the opportunities for nurses to learn contracting within
the context of the helping relationship.

Some of the

directors had reservations and concerns about the study
being conducted in their agencies,

particularly because

it was during the summer when there were vacations and
more part-time nurses than was customary.
tancy was expressed,
related to:
nurses;
and

When hesi¬

the most predominant themes were

the additional paperwork involved for

the amount of time that was needed for learning

follow-up;

and the issue of privacy related to shar¬

ing the names of clients with the researcher.

Most dis¬

cussions with the directors lasted at least one hour.
During this time,
explained,

the instruments for the study were

including a draft of the Client Satisfaction

instrument.
The meeting with one director and supervisor only
lasted about 20 minutes,
they didn't want to
but

and it was generally felt that

"put anything else on the nurses

it was up to them."

The substance of con¬

tracting or the details of the study were not discussed
in any depth in this agency.
After the initial meeting with the directors and
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supervisors,

17 directors arranged meetings with the

staff nurses.

One agency decided not to participate at

this stage because there were two other nursing research
projects underway in the agency.
Of the 17 directors that arranged meetings of the
researcher and staff nurses,
agency

one director of a small

(affiliated with a hospital) called to cancel the

meeting the day before it was scheduled because "the
Board didn't want nurses to do anything more than they
were already doing."
The meetings were then held for 16 agencies as
planned.

In those situations where a small agency was

located near a larger agency,

the informational meetings

with the staff nurses were held jointly.
number of informational meetings was 13,

The total
involving 16

agencies.
During the informational meeting at the agency pre¬
viously described in which the director left the deci¬
sion to the staff,

the nurses expressed a great deal of

hesitancy about the study and the general response was
reluctance to be involved because of the "time and
paperwork involved."

They wanted to "mull it over" and

discuss the study with the director.
group that

This was the only

did not complete the demographic data sheets
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and the locus of control instrument during the informa¬
tional meeting.

Subsequent meetings were cancelled in

this agency because of concerns about the time involved
for nurses and support staff,

and concerns about client

involvement.

It was mentioned that nurses were having

difficulty in

finishing records and any additional time

needed

for the study might require payment for overtime.

Two other large agencies withdrew from the study
after the completion of both the informational meeting
and the in-service education sessions for the nurses who
had chosen to be in the experimental group.

Letters

from both of these agencies indicated regret for the
need to withdraw and the wish to be informed of the re¬
sults of the study.

The directors of each of these

agencies resigned before the conclusion of the study.
One of these agencies also had many pervading concerns
related to union agreements and working conditions.
One other large agency completed all of the activ¬
ities related to the study,

but continuing problems

related to sending the questionnaires to clients made
it

impossible to complete this phase of the study.
At the conclusion of the process of agency selec¬

tion 12 became participating agencies because they com¬
pleted all
cally,

of the requirements for the study.

these agencies completed the following:

Specifi¬
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(a)

Director-Researcher Meeting;

(b)

Staff Information Meeting;

(c)

Experimental Group-Researcher TeachingLearning Sessions; and

(d)

Completion of all forms:
Nurse Demographic Data Sheet
Nurse Locus of Control Instrument
Nurse's Record of Clients Admitted to
Caseload who can Receive Questionnaire.

Table 1 shows the agencies that met the criteria
for inclusion in the study after the initial selection
process as a certified home health agency in Health
Systems Area 1.
One agency met all the criteria for the study,

but

when the Nurse's Records of Client Admissions were com¬
pleted,

only one nurse returned the record and all the

names were crossed out.
Of the 11 agencies in the study,
agencies
cies

(10 or more nurses)

four were large

and seven were small agen¬

(less than 10 nurses).

Nurses.

The nurses in the study were selected because

they were staff nurses in the 11 agencies that completed
all

of the requirements

for the study.

Each nurse was

invited to attend an informational session during which
time the study was explained and questions were answered.

If a nurse was absent

for this session,

she was
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Table 1
Agencies that Met Criteria for Inclusion in Study

DirectorRe¬
Staff
searcher
Nurse
Meetinq
Aqency Meeting

Completion
of Nurse's
Record
of Client
Admissions
Experi¬
Comple¬
to
tion
mental
Receive
Group
of Nurse
Questionnaire
Meetinqs
Data

* 1

X

X

X

X

X

* 2

X

X

X

X

X

* 3

X

X

X

X

X

4

X

X

X

X

* 5

X

X

X

X

6

X

X

X

X

* 7

X

X

X

X

8

X

X

X

X

* 9

X

X

X

X

X

*10

X

X

X

X

X

11

X

X

12

X

*13

X

X

X

X

X

*14

X

X

X

X

X

15

X

16

X

X

X

X

*17

X

X

X

X

X

*18

X

X

X

X

X

*Agencies that comprised the sample

X

X
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apprised of meetings in adjacent areas or a separate
session was held.
After the informational session introducing the
study,

all nurses completed the Demographic Data Form

and Rotter's
ment.

Internal-External Locus of Control instru¬

A decision was then made to be a member of the

experimental group or the control group.

All the nurses

who attended the teaching-learning sessions on contract¬
ing and who completed the Record of Client Admissions
to Caseload

(Appendix E)

were selected as members of the

experimental group.
Similarly,

the nurses who did not attend the teach¬

ing-learning sessions on contracting but who completed
the Record of Client Admissions to Caseload were consid¬
ered to be members of the control group.
The internality-externality of the nurses was not
a determinant in the initial composition of the experi¬
mental

and control groups.

there were 37 nurses

in the experimental group

ternals and 18 externals)
group

In the original groups,
(19 in¬

and 40 nurses in the control

(17 internals and 23 externals).
Some of the nurses

in each group did not complete

the Record of Clients Admitted to Caseload at the end
of the study,
clients were

or if this was completed,
crossed out,

the names of

indicating that they

(clients)
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either couldn't complete a questionnaire or indicated
that they did not want to receive a questionnaire.
prior to the conclusion of the three-month period,

Just
each

nurse was sent a follow-up letter as a reminder of the
materials needed for the study

(Appendix F)

and a letter

of appreciation-commendation for their participation in
the study

(Appendix G).

All of the nurses who completed the requirements
for the study in their respective groups were included
in the sample.
group

There were 26 nurses in the experimental

(15 internals and 11 externals)

the control group

and 24 nurses in

(12 internals and 12 externals).

Table 2 shows the original composition of the groups and
the groups after attrition.
It

is of interest to note that the attrition rate

was 34.5%,

and the rate

was lower than that

for nurses with internal control

for nurses with external control in

both the experimental and control groups.
the attrition rate

In addition,

for the control group was one and

one-half times greater than that

for the experimental

group.
The proportionally higher number of nurses with
external

locus of control who decided not to complete

the requirements of the study may be attributed to a
variety of causes.

If the decision to participate is
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related to risk-taking behavior and gratification,
finding would be expected.

this

Research studies in locus

of control generally show that persons with internal
locus of control
rewards in

are better able to forego immediate

favor of more valued long term goals;

better able to project into the future,
considering long range plans;

are

a requisite for

and are more apt to be

risk-takers.2

Table 2
Composition of Experimental and Control Groups
Showinq I-E Control Before and After Attrition

I-E Control

Before
Attrition

After
Attrition

Attrition
Rate

Experimental
Internal
External

19

15

18

n

21%
38%

TOTAL:

37

26

29%

Control
Internal
External

17

12

23

12

29%
47%

TOTAL:

40

24

40%

Description of Nurses.

There were 50 nurses in the

2Maureen Arakelian, "An Assessment and Nursing
Application of the Concept of Locus
£°"tro1’
vances in Nursing Science 3 (October 1980):
p. 30.
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study,

26 in the experimental group and 24 in the con¬

trol group.

They ranged in age from 23 to 69 years.

Table 3 shows the ages of the nurses in each group.
The nurses were educated in three different types
of programs.

Table 4 indicates the educational prepar¬

ation of the nurses in the study.

Table 3
Ages of Nurses by Group

Experimental
Group
N = 26

Control
Group
N=24

Total

Nurse Age
10

(71)

14 (28)

(69)

5

(31)

16 (32)

7

(63)

4

(36)

11

(22)

50-59

4

(50)

4

(50)

8

(16)

60-69

0

1

(100)

1

(2)

20-29

4

30-39

11

40-49

(29)*

♦Indicates percentage.
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Table 4
Educational Preparation of Nurses bv Group
~ (N=50)
-t

Experimental
Group

Control
Group

Total

Type of
Program
Diploma
Associate
Degree

13

(48) *

14

(52)

27

(54)

7

(20)

5

(10)

4

(80)

Baccaulaureate _9

(50)

_9 (50)

18

(36)

(52)

24

50

(100)

TOTAL

26

(48)

♦Indicates percentage.

Most of the nurses
agency
trol

(72%) had been employed by the

for three years or less.

One nurse in the con¬

group had been employed for more than 20 years.

The length of experience in

full-time employment was

fairly equal between the groups,
had been employed full-time

and most nurses

for 10 years or less.

(75%)
A

majority of the nurses in the study were employed full¬
time .
The experimental group had 15 nurses with internal
locus of control and 11 nurses with external control.
The control group was comparable,
12 externals.

with 12 internals and

Table 5 shows this distribution.
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Table 5
I n t e r n a 1 — E x t e r n a 1 Locus of Control of Nurses by Group

Experimental
(N=26)

Control
(N=24)

Total

Locus of
Control
Internal

15

(56)*

12 (44)

27 (54)

External

11

(48)

12 (52)

23 (46)

* indicates percentage

Of the 26 nurses

in the experimental group,

eight

nurses with internal locus of control did not use contracting with clients,

and four nurses in the group of

externals did not use contracting.

The ultimate result

was that 14 nurses comprised the experimental group of
nurses who both learned and used contracting,
ternals and seven externals;
not use contracting,
and 24 nurses
12 externals.

seven in¬

12 nurses learned but did

eight internals and four externals;

formed the control group,

12 internals and

The clients of nurses in the experimental

group who did not engage in nurse-client contracting
comprised a new group in the study.

This will be ex¬

plained in greater detail at the end of this chapter.
Most of the nurses who learned and did not use con¬
tracts with clients were nurses with internal locus of
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control.

Eight of these nurses did not use contracting

with any of their clients.
given,

Although many reasons were

it seems reasonable to assume that they were gen¬

erally guided by their own wisdom about the situations
with clients and not bound by external expectations to
prepare a contract

for purposes of the study.

At the conclusion of the study,

the nurses were

asked to state the reasons why they chose not to try
contracting with clients who met the criteria as fol¬
lows :

1.

Ability to read and write English;

2.

Ability to comprehend the nature and purpose
of nurse-client contracts; and

3.

Has the coping skills and resources to assume
the responsibilities in the contract.

Their responses are at the end of Chapter IV.

Clients.

The clients became members of either the ex¬

perimental group or the control group according to the
following criteria:

1.

Resident of Health Services Area I in western
Massachusetts;

2.

Ability to read and write the English
language;

3.

Admitted to the caseload of a Visiting Nurse
during the three-month study period;
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4.

Visited by a nurse in the study at least
three times during the study period.

5.

Considered by the nurse to be able to com¬
plete a questionnaire.

Each client whose name was listed on the Record of
Clients Admitted to the Caseload was sent a Client Sat¬
isfaction Questionnaire.

All of the clients who re¬

turned the questionnaire and completed at least 75% of
the items were included in the client sample.
Three hundred and thirty-five

(335) questionnaires

were sent out to clients who met the above criteria.
Seven questionnaires were undeliverable,

and 11 were

returned either unanswered or partially answered.

Two

were returned by families of clients unanswered because
the client had expired.

Several notes or general com¬

ments were included with the questionnaires explaining
why these were not answered.

Some of the comments were:

"This does not apply--I only had a home health aide
from Kelly Home Service."
"VN made a couple of visits and work was entirely
satisfactory.
That is all I have to say except
that the nurses are highly dedicated and extremely
capable."
"The nurse only made a few visits to get acclamated to temporary colostomy.
Therefore, this
doesn't apply."

The number of questionnaires sent,

excluding those
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returned or unuseable,

was 316.

The total number of

Questionnaires returned was 131.
a 47.7% response rate,

This number represents

which is relatively high consider¬

ing that 81% of the clients were over the age of 65 (31%
of these clients were over the age of 80 years).
The clients in the sample were those clients who
responded to the questionnaire.

Because the number of

nurses in each of the groups were comparable,
clients

(151)

all of the

were included in the sample.

Table 6 shows the response rate of clients in each
group.

It may be noted that more clients of nurses with

internal
naire,

locus of control responded to the question¬

but the response rate overall was comparable.

A

complete listing of all clients and nurses and respec¬
tive agencies

is in Appendix H.

Description of the client sample.
dred and

fifty-one

(151)

There were one hun¬

clients in the sample.

Sev¬

enty-two percent were females and twenty-eight percent
were males.

The ages of the clients ranged from under

twenty-one to over eighty years.

Nineteen percent of

clients were under the age of sixty-five and eighty-one
percent were over sixty-five yars.

Of the one hundred

and twenty-two clients over the age of sixty-five,
thirty-one percent were over the age of eighty.
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Table 6
Comparison of Client Response Rate to Questionnaires

Questionnaires
Sent
Returned
N = 317
N = 151

Clients
Response Rate

Nurses
Who Learned
Contracting
Internal Locus of
Control (N = 15)

106

51

48.1%

External Locus of
Control (N = 11)

59

26

44.0%

165

77

46.6%

Internal Locus of
Control (N = 12)

58

31

58.9%

External Locus of
Control (N = 12)

94

43

45.7%

152

74

48.6%

Nurses
Who Did Not Learn
Contracting

Most of the clients
sided in the community
number

(137),

for more than six years.

ninety-one percent were residents

longer than ten years.
school

(ninety-two percent) had re¬

education,

Of this
for

Thirty-seven percent had a grade

forty-three percent graduated from

high school and ten percent had college degrees.

The
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remaining ten percent had additional technical education
or did not respond to this item on the questionnaire.

The Teaching-Learning Process for Contracting

The teaching-learning process was held in one twohour session or two one-hour sessions,
preference of the nurses

according to the

in the experimental group.

Following the first learning session,

a follow-up meet¬

ing was held in each agency for discussion of progress
and/or problems related to contracting.
The plan for each session was the same in each
agency and this was implemented by using the Guidelines
for Session One,
lationship"

"Contracting in Context of Helping Re¬

(Appendix

Client Contracting
sion Two,

I);

the Module for Learning Nurse-

(Appendix J);

the Guidelines for Ses¬

"Nurse-Client Contracts"

amples of nurse-client contracts

(Appendix K);

and ex¬

(Appendix L).

Each session was conducted by using a combination
of mini-lecture and discussion.

A copy of each of the

suggested readings in the module was left with each
agency.

After the follow-up session,

the nurse-parti¬

cipants were encouraged to call the researcher with any
further questions or concerns.
At the conclusion of both sessions,

it was again
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emphasized that contracting is not a substitute for the
responsibility for establishing and maintaining a help¬
ing relationship,
symbol that they

but that the contract emerges as a
(client and nurse) have reached mutual¬

ity.

Accordingly,

cate,

trusting relationship between clients and nurses.

Further,
rather,

there is no substitute for the deli¬

contracting is not a "gimmick" or technique;
it is a deliberative means of helping clients

to participate as a partner in health care.
The teaching-learning process took place in at
least two sessions with the nurses.

In some agencies,

Session One and Session Two were held on the same day,
with a subsequent plan for the

follow-up session.

The

availability of time was a significant factor in plan¬
ning the sessions.

Another factor was the difficulty

of coordinating schedules

for meetings due to the work¬

ing hours of individual nurses.
Although the same
agency,

format was

followed in each

the interest level and enthusiasm of the nurse

participants varied to some degree.

In general there

was a high level of interest in the concept of contract¬
ing and many nurses gave examples of how this approach
would lead to effectiveness in their practice.

Many

described the similarities to the nursing care plan that
became part of the clients'

records and projected that
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these plans would be more meaningful if the format of
contracting was used.
During these sessions,

other comments were sugges¬

tive of difficulties that some of the nurses antici¬
pated.

The most pervasive was the problem of lack of

time because of the many

forms and records that had to

be kept as part of their ongoing functions.

Additional

written materials seemed to cause concern for many of
the nurses.

One director who participated in the teach¬

ing-learning sessions showed the researcher the myriads
of forms that were essential

for each client.

agreed that the idea of contracting was sound,

She,

too,

but the

practice was complicated by the amount of paper work.
(This agency did not complete the requirements

for the

study.)
The general tone of the sessions was positive,

par¬

ticularly in the agreement that client participation was
important to developing and maintaining nurse-client
relationships of the kind that would facilitate the
achievement of goals

for health.

There were a few ques¬

tions about the need for signatures and the legal as¬
pects

of contracting.
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Instrumentation

There were three instruments used to obtain data
for the study.

The Client Satisfaction Questionnaire

for the client,

and the Nurse Demographic Data Question¬

naire for the nurses were designed specifically
in this study.

for use

The third instrument was Rotter's In¬

ternal-External Locus of Control Scale.

Each of these

tools will be described separately.

The client satisfaction questionnaire.

Since there were

no instruments on satisfaction which included the com¬
ponents of interest in this study,

a questionnaire to

measure client satisfaction with nursing care was de¬
signed,

pilot-tested and analyzed for reliability and

validity.
Development of the instrument.
dimensions of satisfaction,

To ascertain the

the findings of many re¬

searchers were used to delineate general categories.
In addition,

the ideal characteristics of nurses de¬

scribed by Holliday3 and interviews with five clients
were used as a source for items.

After the major dimen-

3Jane Holliday, "The Ideal Characteristics of a
Professional Nurse," Nursing Research 10 (Fall 1961}
pp.

205-210.
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sions of satisfaction with nursing,
ing and outcomes were determined,
were identified.

the procsss of nurs¬

two other dimensions

These were satisfaction with involve¬

ment and satisfaction with relationships.
velopment of each statement,

With the de¬

an attempt was made to use

language which was clear and to convey a single idea.
Items were initially assigned on an a priori basis to
each dimension.
The Likert method was selected as a format for the
questionnaire because of the general ease of understand¬
ing this type of scale by respondents,
of construction and scoring,

the relative ease

and the potential

for reli¬

ability with relatively few items.
Design of the questionnaire.

The questionnaire was

comprised of three parts and included both open-ended
and closed questions.

The first section contained the

items with Likert-type responses.

The second consisted

of open-ended questions and the last section posed ques¬
tions to elicit demographic data about the clients.
questionnaire was reviewed by

The

four faculty in the Divi¬

sion of Nursing at the University of Massachusetts/
Amherst and then pilot-tested.
Pilot-testing.

The questionnaire was pilot-tested

by sending copies of the questionnaire and response
sheets to 10 persons with chronic health problems who
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were familiar with visiting nurse services.

Each sub¬

ject was asked to complete the questionnaire and an ac¬
companying response sheet which asked questions about
the letter, the directions, the questionnaire items and
general responses and suggestions (Appendix M).

The

responses indicated the following:
"The survey takes a long time to fill out and some
statements are repetitious."
"Be more specific with certain questions."
"Some questions apply--others don't."
"Give more opportunity for personal comments.
I
would leave more space to allow us ample space to
give our opinions on nursing care ... as a dis¬
abled person, I want to say that I truly appreciate
having a Visiting Nurse Agency to help me be more
independent."
"Try to be a little clearer in the letter regarding
the fact that a postcard is enclosed (it was clear
to me, but to an elderly VNA patient, it may not
be)."
"I think that you would have greater success with
this if you could shorten the length of it."
One of the clients who was interviewed during the pre¬
testing of the instrument worried that any involvement
with questions related to his care might interfere with
his Social Security, saying,
"anything can happen with the president we got in
here now . . . just keep things the way they are.
In addition to the above respondents,

four clients
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were interviewed in their homes.

These persons provided

additional helpful suggestions and opinions about the
content of the questionnaire and the process of comple¬
tion.

Their contributions were invaluable in the crea¬

tion of the final draft of the questionnaire.

Subse¬

quently, the Likert-type items were reduced from 60 to
35 and some questions in the demographic section were
omitted (e.g.,

income data).

The original items in the questionnaire were given
to eight faculty judges who were first asked to place
each item in one of the three major dimensions of satis¬
faction.

Through this process those items not agreed

upon by 90% of the judges were discarded.

In addition

to the major categories (satisfaction with nurse; satis¬
faction with nursing process; satisfaction with out¬
comes) two other dimensions were identified:

satisfac¬

tion with relationship; and satisfaction with involve¬
ment.

Faculty were asked to identify items in these

categories.

The dimensions contained the items selected

as follows:

.

Satisfaction with Nurse (12 items).
Statements
included cognitive abilities; technical skills;
attitudes; convenience/accessibility; general
characteristics; and a global statement for that
dimension.

.

In¬
Satisfaction with Nursing Process (12 items).
aspects:
assessment;
eluded were the following

1

2
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planning; implementation; evaluation; and a global
satisfaction statement for that dimension.
Satisfaction with Outcomes (11 items).
The four
specific aspects included learning; participation;
need identification; goal achievement; and a global
satisfaction statement.
Satisfaction with Nurse-Client Relationship and Satis¬
faction with Involvement were created by using relevant
statements from each dimension.
In designing and sending the Client Satisfaction
Questionnaire, a modification of Dillman's Total Design
Method was used.4

In this method, exchange theory is

the basis for strategies to increase responses to ques¬
tionnaires.

Sending and receiving questionnaires is a

special kind of social exchange which asserts that
the actions of individuals are motivated by the
return these actions are expected to bring and, in
fact, usually do bring from others.5
The following guidelines were used in preparation of the
letter,

and the structure and content of the question¬

naire.
First, reward the respondent by showing positive
regard; giving verbal appreciation; using a con4oon A. Dillman, Mail and Telephone Surveys:
The Total Design Method (New York:
John Wiley and
Sons, 1978).
5lbid.
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suiting approach; supporting his or her values;
offering tangible rewards; and making the ques¬
tionnaire interesting.
Next, reduce costs to the respondent by making the
task appear brief; reducing the physical and mental
effort that is required; eliminating chances for
embarrassment; eliminating any implications of sub¬
ordination; and eliminating any direct monetary
cost.
Finally, establish trust by providing a token of
appreciation in advance; identifying with a known
agency that has legitimacy; and build on other
exchange relationships.

Description of the client satisfaction questionnaire.
The Client Satisfaction Questionnaire contained a total
of 33 items.

The first 35 items were closed-ended with

ordered answer choices of the Likert variety.

These

items were for the measurement of satisfaction-dissatis¬
faction with the nurse, the process, and outcomes of
visits by the use of objective-forced choice items.
(Details of items are included in the next section.)
The next five questions were open-ended and were
designed to elicit subjective responses related to the
number and reasons for visits by the nurse, causes for
satisfaction and suggestions for change.

The remaining

questions were demographic predominantly, with a few
questions related to opinions about the effectiveness
of care.
A stamped, addressed envelope was enclosed for re-
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turning the questionnaire, and a postcard was also en¬
closed for clients who wished to have results of the
research forwarded to them at the conclusion of the
study.
A follow-up letter was sent two months after the
initial letter to those clients in the experimental
group who contracted with the nurses who had not re¬
turned questionnaires.

Dillman's format was used as a

guide to the second correspondence (Appendix N).
cifically, the following guidelines were used:

Spe¬
time of

previous mailing; tie to previous letter; appreciation
of response already sent; why recipient is important;
and enclosure of another copy of questionnaire.

Four

questionnaires were sent after consultation with the
nurses.

No additional questionnaires were returned.

Structure of the questionnaire.

Section I contained

Likert-type questions of agreement-disagreement and was
in closed-ended,

forced-choice format.

These 35 items

were arranged in general categories of satisfaction se¬
quentially with process items first, then satisfaction
with nurse, and satisfaction with outcomes.

This ar¬

rangement was chosen so that client-respondents would
focus primarily on the process of care and not immediately on the characteristics of the nurse.
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There were seven items worded negatively so that
clients would not develop a response set to the ques¬
tionnaire,

although the general response set in the di¬

rection of

satisfaction with health professionals and

services has been well established.

Specifically, the

negatively-stated items were items #5, #17, #19, #21,
#26, #27, and #32.
Section II was a series of open-ended, short answer
questions about the number of visits, reasons for vis¬
its,

levels of satisfaction, needs for change and sug¬

gestions.

This section was placed next in sequence to

elicit responses which may not have been included in the
closed-ended questions.

A space of 1 1/2 inches was

allowed for responses for the four open-ended questions.
Section III, the demographic section, was included
last because of Dillman's success with this arrangement.
Two reasons were considered:

first, because it was a

comparatively long questionnaire and so the most impor¬
tant items were placed at the beginning, and second,
clients are often reluctant to answer, or are "put off"
by questions related to personal information.
reason also,
elicited.

For this

information about socio-economics was not

It should be noted that the nurses were asked

to keep a record of some of the demographic data so that
this could be cross-referenced if needed.
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The format of the questionnaire was that of a book¬
let with a cover page indicating the affiliation with
the University of Massachusetts and the Visiting Nurse
Agencies in western Massachusetts.

The booklet was

stapled to maintain continuity in completing the ques¬
tionnaire and to avoid page misplacement.
Finally, the directions for returning the question¬
naire and acknowledgement of helpfulness were included
at the end of the questionnaire.

Description of satisfaction-dissatisfaction items.

In

Section I of the Client Satisfaction Questionnaire
there was a total of 35 items designed to measure sat¬
isfaction in three dimensions:

satisfaction with the

nurse (Items #13-#24); satisfaction with nursing process
(Items #1-#12); and satisfaction with outcomes (Items
#25-#35).

Total satisfaction was a combination of each

dimension of satisfaction.

A description of each dimen¬

sion with the specific items is as follows.
1.

Satisfaction with the nurse.

This dimension

was designed to measure attributes of the nurse as a
person and as one who has knowledge, skill, attitudes
and sensitivity to the needs of clients for time, con¬
venience and accessibility.

Specifically, the items

which represent these concepts are as follows:
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1.1

Satisfaction with cognitive abilities of the
nurse.
Item #13 - the nurse knew what to do for me
Item #14 - the nurse answered questions to my
satisfaction

1.2

Satisfaction with technical skills of the
nurse.
Item #13 - the nurse knew how to do what
needed to be done for me

1.3

Satisfaction with attitudes of the nurse.
Item #16 - the nurse cared about me as a
person
Item #17 - the nurse could not "put herself"
in my shoes in understanding my
feelings/concerns

1.4

Satisfaction with convenience/accessibility.
Item #18 - the nurse visited at times that
were convenient for me
Item #19 - the nurse did not plan enough time
for the visits
Item #20 - the nurse told me how she could be
reached between visits if necessary

1.5

Satisfaction with general characteristics.
Item #21 - the nurse was "business-like"
Item #22 - the nurse was a friendly person
Item #23 - the nurse met my expectations

1.6

Global satisfaction with the nurse.
Item #24 - all in all, I was satisfied with
the nurse who provided nursing
services to me

2.

Satisfaction with nursing process.

This dimen¬

sion focused on the way that the nurse worked with the
client.

It was designed to measure the attitudes of the
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client toward ths way that the nurse approached and car¬
ried out the process of establishing and maintaining
relationships.

The items are sub-classified as follows.

2.1 Satisfaction with the assessment phase of
nursing process--that is, the way that the
nurse proceeded in the identification of needs
and concerns.
Item #1 Item #2 Item #3 -

the nurse listened when I talked
to her
the nurse encouraged me to explain
my health needs/concerns from my
point of view
the nurse shared what she thought
to be the most important concerns/
problems related to my health care

2.2 Satisfaction with the planning phase of nurs¬
ing process—that is, the way that plans and
responsibilities were decided upon.
Item #4
Item #5
Item #6
Item #8

2.3

Satisfaction with the implementation phase of
nursing process--that is, the way the plan was
carried out.
Item #7 Item #9 -

2.4

the nurse and I worked together in
deciding on the plans for my health
care
I was not sure what the plans were
for my health care
the nurse explained the responsi¬
bilities that she would take for
my health care
the nurse helped me to see the re¬
sponsibilities that I could take
for my health care

the nurse was in charge of my
health and I did what she said was
best for me
the nurse believed that it was
important for us to work together

Satisfaction with the evaluation phase of
nursing process--that is, the way that ef-

fectiveness was ascertained and changes made.
Item #10 - the nurse and I reviewed my pro¬
gress at regular intervals
Item #11 - changes were made when these were
necessary
2.5

Global satisfaction with nursing process.
Item #12 - all in all, I was satisfied with
the way that the nurse provided
service to me

3.

Satisfaction with outcomes.

This dimension

included those aspects of satisfaction which are related
to the results that are achieved according to the per¬
ceptions of the client.

There are several sub-classifi¬

cations of this component of the questionnaire.
3.1

Satisfaction with learning--that is, the out¬
come of learning what one wants to learn about
one's health care (cognitive, psychomotor and/
or affective); the health care provider
(nurse); and the way to maintain health.
Item #25 - I learned as much as I wanted to
about my health care
Item #26 - I do not understand any more about
the role and responsibilities of
nurses than I did before
Item #27 - I did not learn very much about
how to stay as healthy as possible
(proper diet, rest, exercise, etc.)

3.2

Satisfaction with participation in care--that
is, the involvement of the client in the re¬
lationship and process of decision-making and
care.
Item #28 - the relationship that I had with
the nurse was like a partnership
Item #29 - I feel that I participated as much
as I wanted to in my health care
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Item #30 - I feel that I was involved in de¬
cisions about my health care
3.3

Satisfaction with need identification--that
is, a feeling that needs were expressed by
the client.and/or discerned by the nurse.
The emphasis is on the accuracy of need iden¬
tification .
Item #31 - I feel that my most important needs
have been identified
Item #32 - I feel that I could not discuss
some things that really bothered
me about my health

3.4

Satisfaction with goal achievement--that is,
the perception that needs/goals have been met
or are in the process of goal attainment.
Item #33 - I believe that most of my health
concerns and/or problems have been
(or are being) taken care of
Item #34 - I believe that I have made progress
in being as well as I can be

3.5

Global satisfaction with outcomes.
Item #35 - all in all, I was satisfied with
the results of the visits by the
nurse

4.

Satisfaction with nurse-client relationship.

In addition to the classification of items according to
the dimensions of satisfaction with nurse, nursing pro¬
cess,

and outcomes, all items which were related direct¬

ly to the nurse-patient relationship were isolated and
these were combined to form a new category of nurse-pa¬
tient relationship.

Specifically, these items related

to communication, collaboration, and the way the nurse
and client work together for the identification and
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achievement of goals.
All items which infer clarity of communication and
positive statements about the nurse-client relationship
are included in this category.
Item #1 -

the nurse listened carefully when I
talked to her

Item #2 -

the nurse encouraged me to explain my
health needs/concerns from my point of
view

Item #3 -

the nurse shared what she thought to be
the most important concerns/problems
related to my health and care

Item #4 -

the nurse and I worked together in de¬
ciding on the plans for my health care

Item #8 -

the nurse helped me to see the respon¬
sibilities that I could take for my
health care

Item #9 -

the nurse believed that it was impor¬
tant for us to work together

Item #10 - the nurse and I reviewed my progress at
regular intervals
Item #28 - the relationship that I had with the
nurse was like a partnership
Item #29 - I feel that I participated as much as I
wanted to in my health care
Item #30 - I feel that I was involved in decisions
about my health care
3.

Involvement satisfaction.

The last breakdown

of satisfaction was comprised of specific items which

1 A3

reflected the concepts of participation or involvement
in any major category of satisfaction.

The items se¬

lected to measure this aspect of satisfaction were:
Item #4 -

the nurse and I worked together in de¬
ciding on the plans for my health care

Item #20 - the nurse and I reviewed my progress at
regular intervals
Item #28 - the relationship I had with the nurse
was like a partnership
Item #29 - I feel that I participated as much as I
wanted to in my health care
Item #30 - I feel that I was involved in decisions
about my health care
Item #32 - I feel that I could not discuss some
things that really bothered me about my
health care
Reliability of the client satisfaction questionnaire.
In order to determine the reliability of the Client Sat¬
isfaction Questionnaire, the items were examined for
consistency by applying the Spearman-Brown Formula to
the Pearson Correlation Coefficients between and among
the items.
items,

The coefficients were obtained for odd-even

dimension-dimension items, and individual global

satisfaction items.
Odd-even scores.

The corrected split-half reli¬

ability using odd-even scores and the Spearman-Brown
formula was

.88.

This is a relatively high correlation
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because there were seven items stated in the negative
in order to reduce a response bias, and because the
greater majority of the respondents were elderly who
had chronic illnesses.
Dimension-dimension scores.

There were four major

dimensions of satisfaction correlated.

The results are

as follows:

(a)

nurse satisfaction with outcome satisfaction = .80;

(b)

process satisfaction with outcome satisfaction =
.80;

(c)

involvement satisfaction with outcome satisfaction
= .94; and

(d)

nurse satisfaction plus process satisfaction with
outcome satisfaction = .94
Item-global satisfaction scores.

Each dimension

was comprised of a certain number of items and a global
satisfaction item for that dimension.

Reliability was

examined by comparing the score of the combined items
in each dimension with the global satisfaction item for
that dimension.

The results were as follows:

(a)

Items 1 through 11 were correlated with Item 12,
the global satisfaction statement about the nursing
process (PS), that is, the way the nurse worked
with the client.
The correlation was .70.

(b)

Items 13 through 23 were correlated with Item 24,
the global satisfaction statement about the nurse
as a person (NS).
The correlation was .78.
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(c)

Items 25 through 34 were correlated with Item 35,
the global satisfaction statement about the out¬
comes of the nurse visits (OS).
The correlation
was .61.
In each correlation there was internal consistency

in each of the dimensions of satisfaction.
Global satisfaction items and total satisfaction
scores.

Each global satisfaction item was correlated

with the total satisfaction score.

The results were as

follows:
(a)

Item 12 (global statement of process satisfaction)
with total score = .81.

(b)

Item 24 (global statement of nurse satisfaction)
with total score = .80.

(c)

Item 35 (global statement of outcome satisfaction
with total score = .77.
Individual items and total satisfaction score.

Each item was correlated with the total satisfaction
score.

All of the positively-stated items had a corre¬

lation coefficient above .56.

One item correlated neg¬

atively with the total score.

As expected, the correla¬

tions for negatively-stated items were lower and one
item,

#21 (the nurse was "business-like”), was an item

viewed both positively and negatively.
Table 7 shows the Pearson Correlation of each item
without the Spearman-Brown Formula.
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Table 7
Correlation of Each Item in Client Satisfaction
Questionnaire with the Total Score

Item

.

1

Pearson
Correlation
Coefficient

The nurse listened carefully when
I talked to her.

.67

The nurse encouraged me to explain my
health needs/concerns from my point
of view.

.74

The nurse shared what she thought to
be the most important concerns/prob¬
lems related to my health and care.

.72

The nurse and I worked together in
deciding on the plans for my health
care.

.37

5.

I was not sure what the plans were
for my care.

.24

6.

The nurse explained the responsibil¬
ities that she would take for my
health care.

.60

2.

3.

4.

7.

The nurse was in charge of my health
and I did what she said was best for me

8.

The nurse helped me to see the respon¬
sibilities that I could take for my
health care.

.61

9.

The nurse believed that it was impor¬
tant for us to work together.

.67

10.

The nurse and I reviewed my progress
at regular intervals.

.59

11.

Changes were made when these were
necessary.

.51

-.21

147

Table 7, continued

Item
12.

13.

All in all, I was satisfied with the
way that the nurse provided service
to me.

.67

The nurse knew what to do for me.

.72

14. The nurse answered questions to
my satisfaction.
13.

Pearson
Correlation
Coefficient

.68

The nurse knew how to do what needed
to be done for me.

.73

16.

The nurse cared about me as a person.

.70

17.

The nurse could not "put herself in my
shoes" in understanding my feelings/
concerns.

.39

The nurse visited at times that were
convenient for me.

.51

The nurse did not plan enough time
for the visits.

*57

18.
19.

20. The nurse told me how she could be
reached between visits if necessary.
21.

The nurse was "business-like."

.02

22.

The nurse was a friendly person.

.63

23.

The nurse met my expectations.

.73

24.

All in all, I was satisfied with the
nurse who provided nursing services
to me.

25.

I learned as much as I wanted to
learn about my health care.

.68

.58
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Table 7, continued

Pearson
Correlation
Coefficient

I tern
26.

27.

28.
29.
30.
31.
32.

33.

34.
33.

I do not understand any more about
the role and responsibilities of
nurses than I did before.

.40

I did not learn very much about how
to stay as healthy as Dossible
(proper diet, rest, exercise, etc.).

.40

The relationship that I had with the
nurse was like a partnership.

.52

I feel that I participated as much as
I wanted to in my health care.

.39

I feel that I was involved in decisions
about my health care.

.54

I feel that my most important health
needs have been identified.

.69

I feel that I could not discuss some
things that really bothered me about
my health.

.43

I believe that most of my health
concerns and/or problems have been
(or are being) taken care of.

.56

I believe that I have made progress
in being as well as I can be.

.46

All in all, I was satisfied with the
results of the visits by the nurse.

.62

Validity of the questionnaire.

The items in the ques¬

tionnaire were constructed to reflect information from
the review of selected literature and from client inter-

149

views.

The items were refined and expanded on the basis

of experience of the researcher and then given to six
nurse faculty members of a baccalaureate program to
judge and to categorize.

This process insured content

validity for the items, that is, to insure that the
questionnaire measured satisfaction with nursing care.
Construct validity was not established, but the negative
skewing of scores indicated that the trend was congruent
with other studies of satisfaction in health care.

That

is, most persons are generally satisfied, rather than
dissatisfied.

Nurse demographic survey.

This instrument was designed

to elicit biographical information about the nurses in
the study.

They were asked to complete this form prior

to deciding on their preference for being in the exper¬
imental or control groups.

Rotter's internal-external locus of control scale.
Rotter's scale consists of 29 pairs of statements.

The

subjects are asked to indicate which statement most
closely represents one's own beliefs.

Twenty-three

items are internal-external choices, so that a range of
scores of 0 (maximally internal) to 23 (maximally ex¬
ternal) is possible.

The remaining six items are "fil-
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lers" and are not included in the scoring.

It should

be emphasized that it is personal beliefs which are
surveyed in this instrument and not preferences.

The

instructions clearly indicate that thoroughness and
spontaneity are important in the responses of the sub¬
jects.
MacDonald reported reliability and validity infor¬
mation on the Rotter Scale as follows:
a) Reliability.

An internal consistency coeffi¬

cient (Kuder-Richardson) of .70 was obtained from a sam¬
ple of 400 college students.* * * 6

For two subgroups of

Rotter's sample, test-retest reliability coefficients
were computed with a value of .72 for 60 college stu¬
dents after one month (for males, r = .60; for females,
r = .83).7

After two months, an r of .55 was obtained

for 117 college students (for males, r = .49; for fe¬
males,

r = .61).

It was suggested that part of the de¬

crease after the two-month period was due to differences
in administration (group vs.

individual).8

6a.P. McDonald, Jr., "Rotter's Internal-External
Locus of Control," in Measures of Social Psychological
Attitudes, ed. John Robinson and Philip Shaver (Ann^Arbor:
University of Michigan Press, 1973), pp. 228-229.

7Julian B. Rotter, "Generalized Expectancies for
Internal Versus External Control of Reinforcement,"
Psychological Monographs 80 (Number 609, 1966):
p. 9.
8Ibid., p. 10.
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b) Validity.

After an extensive review of the lit¬

erature, McDonald concluded that there are individual
differences in perception about one's control over one's
destiny and that the Rotter scale is sensitive to these
9

differences.

Correlations with Edward's Social De¬

sirability Scale have been found to range between -.23
and -.70.
Rotter's Internal-External Locus of Control Scale
was selected because it was hypothesized that the be¬
liefs of nurses about their ability to control what hap¬
pens to them will influence the development of relation¬
ships with clients and subsequent assessments about sat¬
isfaction by the client.

Nurse volunteers who are in¬

ternals and learn contracting in creating a mutual par¬
ticipation model for relationships may influence the
level of satisfaction of clients in a positive direc¬
tion.

This effect may result because of the nurses' be¬

lief that they can produce satisfaction through actively
engaging clients in the process of health and nursing
care.

It was further hypothesized that externals,

whether contracting is used or not, will produce lower
levels of client satisfaction because of the belief that
relationships,

including mutual participation relation-

9McDonald, p.

10.
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ships, occur by fate, chance or others rather than them¬
selves .

Methods of Data Collection and Analysis

Between June 1 and July 17, 1981, each eligible
agency was visited and arrangements were made for the
teaching-learning sessions with the nurses in the ex¬
perimental groups.

From July 1 until August 31, 1981,

a minimum of two sessions and a follow-up visit was
planned and implemented for every nurse in the experi¬
mental group in the study.

Most of the sessions were

with small groups of nurses, and some were individual
sessions.

Because it was summertime, scheduling was

problematic due to vacations and part-time employment.
During the informational visits, all aspects of the
research study were explained to the personnel in each
agency, and then two instruments were completed by all
the nurses in the study.

The instruments used to col¬

lect data during this phase were the Nurses'

Demographic

Data and Rotter's Internal-External Locus of Control
measure.
According to the protocol for the study, the nurses
in both groups (experimental and control) were asked to
maintain a list of all new clients admitted to their
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caseload and to explain about the Client Satisfaction
Questionnaire which would be sent to all clients who
were visited a minimum of three times.

Each nurse was

also asked to apprise their clients of the question¬
naire .
During the week of October 19, 1981, the lists of
clients were collected from each agency.

The Client

Satisfaction Questionnaires were mailed within the fol¬
lowing two weeks to avoid the rush of mail during the
winter holidays.

Reporting and analyzing the data.
Client data.

The results of each section of the

Client Satisfaction Questionnaire were summarized for
each client.

In Section One, which contained the

Likert-type statements, the means for each item in each
group were computed, as well as the population mean and
standard deviation.

Scores were also calculated for

each major dimension of satisfaction:

satisfaction with

the nurse (NS); satisfaction with nursing process (PS);
outcome satisfaction (OS);

relationship satisfaction

(RS); and involvement satisfaction (IS).

The total sat¬

isfaction score (TS) was also obtained for each group.
These are reported in the results of the study in
Chapter IV.
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Section Two for the Client Satisfaction Question¬
naire was hand-tabulated and categorized because these
were open-ended responses to questions and an opportun¬
ity for comments by the respondents.

From Section

Three, the demographic data for clients were tabulated
for each group.
Nurse data.

The results of the Nurse Demographic

survey were also summarized and a profile of the nurses
was formed.

Some of these characteristics were reported

in the descriptions of the client and nurse samples
earlier in this chapter.

Internal-external locus of

control scores were then computed for each nurse in
order to determine internality-externality.

Client

scores were also calculated in relation to the locus of
control of nurses.

These data and the results of the

demographic survey of the nurses are also included in
the next chapter.

Data analysis.

When the satisfaction scores of clients

and the locus of control scores of nurses were inspect¬
ed,

it was observed, as anticipated, that nurse-client

contracting was used at the discretion of the nurse.
Twelve nurses who had learned contracting, eight inter¬
nals and four externals, either did not use contracting
with any of their clients, or no clients with whom they
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contracted returned questionnaires.

The latter situa¬

tion occurred with one nurse of internal locus of con¬
trol who had made one contract and one nurse with in¬
ternal locus of control who had made three contracts.
In addition, there was a total of 22 clients (18 of
nurses with internal locus of control and four of nurses
with external locus of control) whose nurses learned and
used contracting with at least one client, but not with
this group (Group 2).

Thus, the groups in the study

were Group 1, clients of nurses who learned and used
contracting; Group 2, clients of nurses who learned,
but did not use contracting; and Group 3, clients of
nurses who did not learn contracting.
The results of the Client Satisfaction Question¬
naire and the Nurse Data were related to each of the
stated hypotheses by inspection of the scores and appro¬
priate statistical treatment.

Accordingly, each hypo¬

thesis was tested separately.
At the end of the study, nurses were asked to re¬
flect on reasons for using or not using contracting.
This information is also included in the next chapter.
Summary
In this chapter, the components of the research
approach were identified and described.

The design was
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experimental in nature with a complex process of select¬
ing the sample of clients after first gaining the appro¬
val of agencies, and then the agreement of nurses to
participate in the experimental and control groups.

As

anticipated, the nurses in the experimental group as¬
sumed responsibility for selecting clients whom they
deemed to be appropriate for nurse-client contracting.
When clients in the experimental group did not have
contracts they were designated as a separate group.
The teaching-learning process by which nurses
learned the philosophy and process of contracting was
reviewed.

Each of the instruments used in the study was

described and data relevant to reliability and validity
were presented.
Finally, the procedure for data collection was ex¬
plained, together with the plan for data analysis.

The

next chapter contains the results of the study in terms
of analysis of data,

findings, and interpretation.

CHAPTER

I V

ANALYSIS, FINDINGS AND INTERPRETATION

The purpose of this chapter is to present the re¬
sults of the study.

First, the client satisfaction

scores and the nurse locus of control scores are re¬
ported for each group in the study.

Second, the statis¬

tical data for each hypothesis are presented, analyzed
and discussed.

Next, results of the subjective compo¬

nent of the client satisfaction instrument will be re¬
ported together with a more detailed review of clientrelated data.

Fourth, the reasons why nurses made de¬

cisions about nurse-client contracting are explained.

Description of Scores

There were two sets of scores calculated in the
study.

One set represented the client satisfaction

scores and the other, the internality-externality scores
of the nurses.

The satisfaction scores of clients.

The satisfaction

scores for clients in each group were computed by using
the responses to each item in the Likert-type section
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(Section One) of the questionnaire.

Theoretically, the

total satisfaction score could range from -70 to +70
according to the five point satisfaction-dissatisfaction
scale of -2 to +2.

The range was -2 to +64.

Table 8

shows the distribution of total satisfaction scores for
clients in the study.

For this sample, the scores clus¬

tered in the direction of agreement and strong agreement
with the items representing satisfaction.

These scores

are consistent with the common report that patient sat¬
isfaction as measured by a wide variety of instruments
tends to be relatively high among nearly all groups
studied.'*'

Variations appear as varying levels of pos-

Table 8
Total Satisfaction Scores of Clients in Each Group
Total
Satisfaction
Scores

_Group_
123

Total

-70 - -35

0

0

0

0

-34 -

0

0

1

1(

0

0-34
35 Total

70

.7)

6(4.0)

25(16.7)

32(23.3)

64(42.3)

15(9.9)

31(20.4)

40(25.7)

86(57.0)

21(13.9)

56(37.1)

74(49.0) 151(100.0)

^•Marlene R. Ventura et al., "A Patient Satisfac¬
tion Measure as a Criterion to Evaluate Primary Nurs¬
ing," Nursing Research 31 (July-August 1981):
p. 27.
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itive attitudGS rathGr than truly negative SGntimGnt.
The score for each item was also determined and the
number of clients in each category of agreement-disa¬
greement was ascertained.

Table 9 shows that at least

half of the clients agreed or strongly agreed with 26
of the items (74%).

With the exception of five posi¬

tively stated items (#28, #29, #30, #33, #34), the neg¬
atively-stated items yielded the highest number of dis¬
satisfaction responses.
The mean scores for items were computed for clients
in each group as follows:

Group 1, nurses learned and

used contracting (N = 21); Group 2, nurses learned but
did not use contracting (N = 56); and Group 3, nurses
did not learn contracting (N = 74).

The range was from

-.7 to 1.7, with a possible range of -2 to +2.

Table

10 shows that the clients in group 1 had the highest
scores for fifty-one percent of the items.

Group 2 had

the highest score for forty percent, and Group 3 for
nine percent.

On one item, clients in both Group 1 and

Group 2 had the same highest score, accounting for the
remaining three percent.

Table 10 also shows that cli¬

ents of nurses who had learned contracting had higher
mean scores in ninety-one percent of the items, even if
they did not have contracts with their nurses.
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Table 9
Distribution of Agreement-Disagreement Responses for
Each Item on the Client Satisfaction Questionnaire (N = 151)

Abbreviated Item

Strongly
Disagree

DisAqree

Un¬
decided

Agree

Strongly
Aqree

1. Nurse Listened

0

0

1

70

80*

2. Encouraged Expression

0

3

3

78*

67

3. Shared Concerns

0

1

5

71

74

4. Both Worked on Plan

0

3

7

83*

58

5. Unsure About Plan**

15

43

30

44

19

0

5

10

78*

58

49

85*

7

8

2

8. Own Responsibility

0

4

11

87*

49

9. Belief in Mutuality

0

2

6

77

66

10. Reviewed Progress

0

3

4

82*

64

11. Made Changes

0

0

18

93*

40

12. Satisfied with
Nursing Process

0

1

4

61

85*

13. Nurse Knowledge

0

2

5

70

74

14. Answered Questions

0

1

5

80*

65

15. Nurse Skill

0

1

4

71

75

16. Nurse Cared

0

0

4

65

82*

15

29

31

48

28

18. Convenience

0

4

6

83*

58

19. Sufficient Time**

8

10

18

81*

34

6. Explained
Responsibility
7. Nurse in Charge**

17. Nurse Empathy**
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Table 9, continued

Strongly
Disaqree

DisAqree

Un¬
decided

Aqree

0

2

2

90*

57

28

58

15

41

9

22. Friendly

0

0

1

68

82*

23. Met Expectations

0

0

6

72

73

24. Satisfied with Nurse

0

0

3

60

88*

25. Learned About Care

0

5

10

75*

61

26. Learned Nurse Role

6

12

23

78*

32

27. Learned About Health**

9

7

23

81*

31

28. Partners in
Relationship

1

9

19

85*

37

29. Participated

2

2

13

100*

34

30. Involved in Decisions

1

8

18

88*

36

31. Needs Identified

0

1

14

88*

48

32. Discussed Freely**

5

16

16

77*

37

33. Needs Met

2

2

11

89*

47

34. Made Progress

1

2

11

94*

43

35. Satisfied with
Outcomes

0

0

5

58

88*

Abbreviated Item
20. Accessibility
21. "Business-Like"**

* Indicates 50% of the population or over.
** Negatively stated items.

Strongly
Aqree
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Table 10
Mean Scores of Each Item of the Client Satisfaction
Questionnaire By Group (1, 2, 3) (N = l5l)-

Abbreviated Item

Group
Experimental
1 (N=21) 2 (N=56)

Control
3 (N=74)

Population
Mean
SD

1. Nurse Listened

1.5714*

1.5357

1.5000

1.5232

.5143

2. Encouraged
Expression

1.3333

1.4107*

1.3784

1.3841

.6310

3. Shared Concerns

1.4286

1.4643*

1.4324

1.4437

.5959

4. Both Worked on Plan

1.4762*

1.3750

1.1892

1.2980

.6511

.0596

1.2178

3. Unsure About Plan
6. Explained
Responsibility

- .0952

- .0357

.1757*

1.2381

1.2857*

1.2297

1.2517

.7231

- .6667

-1.3036*

-1.1351

-1.1325

.8301

8. Own Responsibility

1.1905

1.2321*

1.1757

1.1978

.6833

9. Belief in Mutuality

1.4286*

1.3571

1.3649

1.3709

.6284

10. Reviewed Progress

1.2381

1.3750*

1.3514

1.3444

.6329

11. Made Changes

1.0476

1.1071*

1.2027*

1.1457

.6044

12. Satisfied with
Nursing Process

1.5238

1.5536*

1.5000

1.5232

.5869

13. Nurse Knowledge

1.3810

1.5000*

1.3919

1.4305

.6273

14. Answered Questions

1.3333

1.5179*

1.2973

1.3841

.5872

13. Nurse Skill

1.4762

1.5000*

1.4189

1.4570

.5858

16. Nurse Cared

1.7143*

1.4821

1.4865

1.5166

.5520

- .5238*

- .0536

- .4189

- .2980

1.2532

1.3810*

1.2321

1.3108

1.2914

.6692

7. Nurse in Charge

17. Nurse Empathy
18. Convenience
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Table 10 , continued

Abbreviated Item

Group
Experimental
1 (N=21) 2 (N=56)

Control
3 (N=74)

Population
Mean
SD

19. Sufficient Time

1.0000*

.6786

.8649

.8146

1.0289

20. Accessibility

1.3810*

1.3750

1.2973

1.3377

.5760

0*

- .5714

- .3108

- .3642

1.2301

22. Friendly

1.7143*

1.5000

1.5135

1.5364

.5135

23. Met Expectations

1.5238*

1.3750

1.4730

1.4437

.5731

24. Satisfied with
Nurse

1.5714*

1.5714*

1.5541

1.5629

.5364

25. Learned About Care

1.1429

1.3939*

1.2162

1.2715

.7297

21. "Business-Like"

26. Learned Nurse Role

.8571*

.6964

.8243

.7815

.9993

27. Learned About
Health

.8571*

.7143

.8108

.7815

1.0191

28. Partners in
Relationship

1.0952*

1.0357

.9054

.9801

.8203

29. Participated

1.2381*

1.0714

1.0270

1.0728

.6938

30. Involved in
Decisions

.9934

1.2381*

.9821

.9324

.9934

31. Needs Identified

1.2381

1.3036*

1.1351

1.2119

.6283

32. Discussed Freely

.8571

.8278

1.0248

.6964

.9189*

33. Needs Met

1.2381*

1.1964

1.1351

1.1722

.7281

34. Made Progress

1.1905*

1.1786

1.1486

1.1656

.6676

35. Satisfied with
Outcomes

1.5714*

1.5179

1.5676

1.5497

.5620

aRange = -2 to +2.
* High score:

Group 1 = 31%, Group 2 = 40%, Group 3 = 9%.
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Internal-external locus of control scores of nurses.
The internal-external

(IE)

scores of the nurses were

determined by counting the total number of responses to
items designated as
The scores ranged
a median of 9.125.

"external" on the Rotter instrument.

from 1 to 18,

with a mean of 9.100 and

All nurses with scores of 9 or below

were identified as internals and those over 9 were des¬
ignated as externals.

In the total group of nurses

there were 26 internals who comprised 52% of the nurses
in the study and 24 externals representing 48% of the
sample.

Table 11 shows the distribution of IE scores

among the nurses.

Table 11
Distribution of Internal-External Locus of
Control Scores of Nurses (N = 50)

Score
1
3
4
5
6
7
8
9
10
11
12
13
14
15
18

F requency

1
1
2
1
6
5
4
8
5
6
5
2
2

1
1

Relative
Frequency
2.0
2.0
4.0
2.0
12.0
10.0
8.0
16.0
10.0
12.0
10.0
4.0
4.0
2.0
2.0
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The number of clients in each group according to
the internality or externality of nurses is shown in
Table 12.

Table 12
Number of Nurses and Clients in Each Group in the
Study According to Locus of Control of the Nurse

(1)
Learned and
Used
Contracting
N
C

Nurse Locus
of Control

(2)
Learned and
Did Not Use
Contracting
N
C

(3)
Did Not Learn
Contracting
N
C

Internal
(N = 27)

7

9(11.l)a 8

42b(51.9)

12

30(37.0)

_7

12(17.1) _4

14C(20.0)

12

44(62.9)

14

21(13.9)

56

24

74(49.0)

External
(N = 23)

12

(37.1)

indicates percentage.
^Includes 18 clients of 4 internal nurses in Group 1
who did not have contracts.
c

Includes 1 client of 1 external nurse in Group 1 who
did not have a contract.

The mean satisfaction scores of clients when nurses
had internal

locus of control ranged from -1.2 to 1.6,

and the mean scores of clients when nurses had external
locus of control ranged
shows that

from -1.0 to 1.5.

the mean scores

Table 13

for ninety-one percent of

the items were higher when nurses had internal locus of
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Table 13
Mean Scores for Items on Client Satisfaction Questionnaire
According to Locus of Control of Nurses

Abbreviated Item

Locus of Control
Internal (N = 81)
External (N = 70)

1. Nurse Listened

1.3926

1.4429

2. Encouraged Expression

1.4815

1.2714

3. Shared Concerns

1.5432

1.3286

4. Both Worked on Plan

1.3704

1.2143

.0123

.1143

1.4074

1.0714

-1.2099

-1.0429

8. Own Responsibility

1.3457

1.0286

9. Belief in Mutuality

1.4691

1.2571

10. Reviewed Progress

1.4321

1.2429

11. Made Changes

1.2099

1.0714

12. Satisfied with Nursing Process

1.6049

1.4286

13. Nurse Knowledge

1.5062

1.3429

14. Answered Questions

1.4691

1.2827

13. Nurse Skill'

1.5309

1.3714

16. Nurse Cared

1.5309

1.5000

- .3086

- .2857

1.3210

1.2571

.6914

.9571

1.3704

1.3000

5. Unsure About Plan*
6. Explained Responsibility
7. Nurse in Charge

17. Nurse Empathy
18. Convenience
19. Sufficient Time*
20. Accessibility

167

Table 13, continued

Abbreviated Item
21. "Business-Like"

Locus of Control
Internal (N = 81)
External (N = 70)
- .5679

- .1286

22. Friendly

1.6049

1.4571

23. Met Expectations

1.4691

1.4143

24. Satisfied with Nurse

1.6049

1.5143

23. Learned About Care

1.3333

1.2000

26. Learned Nurse Role*

.7778

.7857

27. Learned About Health

.8148

.7429

28. Partners in Relationship

1.0370

.9143

29. Participated

1.1481

.9857

30. Involved in Decisions

1.0864

.8857

31. Needs Identified

1.3210

1.0857

32. Discussed Freely

.8889

.7571

33. Needs Met

1.2222

1.1143

34. Made Progress

1.2593

1.0571

35. Satisfied with Outcomes

1.6049

1.4857

* Externals scored higher than internals.
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control.
Using the designation of a 1 to 5 range for each
of the 35 items in Section One of the questionnaire,

the

mean scores were obtained for the experimental group
(Group 1 and Group 2),

and the control group

(Group 3).

These computations are reported in Table 14.

Internals

in the experimental group had a higher mean for 80% of
the items and in the control group the mean was higher
in 86% of the items

for the internals.

After the scores were obtained for each item in the
questionnaire,

the means

tion were determined.

for each dimension of satisfac¬

In order to test the first

hypotheses in the study,

four

inferential statistics were

used to determine the differences in satisfaction within
and between the groups in relation to the use or non-use
of contracting and the locus of control of the nurse.
The mean scores

for total satisfaction and each of the

five dimensions of satisfaction will be reported as data
for testing each hypothesis.

Analysis and

Each of the

Interpretation of Data

five hypotheses in the study was test¬

ed separately using appropriate statistical methods
each one.

After the procedures were applied,

for

the re-
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Table 14
Mean Client Satisfaction Scores And Population Mean3 According
to Internal and External Locus of Control of Nurses

Abbreviated
Items

Group
Experimental N=26
Control N=24
N=15
N=ll
NT=T2
N=12
Internal External Internal External

Population
Mean

SD

Satisfaction
with Nursina
Process
1. Nurse
Listened

4.9564

4.5000

4.6250

4.4819

4.5546

.3524

2. Encouraged
Expression

4.5038

4.1288

4.4375

4.3681

4.3828

.4401

3. Shared
Concerns

4.5110

4.3409

4.5625

4.3792

4.4543

.4522

4. Both Worked
on Plan

4.4054

4.4318*

4.3542

4.2167

4.3536

.4638

5. Unsure
About Plan

3.0188

2.7424

2.7431

3.0458*

2.8983

.9256

6. Explained
Responsib¬
ility

4.5212

3.8864

4.4097

4.2403

4.2873

.5133

7. Nurse in
Charge

4.2138

4.0000

4.3333

4.1819

4.1878

.7231

8. Own Respon¬
sibility

4.4767

3.6591

4.2222

4.2125

4.1723

.5673

9. Belief in
Mutuality

4.4165

4.1742

4.5139

4.3403

4.3683

.4962

4.4712

4.2121

4.4861

4.3111

4.3793

.4531

10. Reviewed
Progress

aBefore conversion of scores from 1-5 to -2(-)+2.
* Items in which external locus of control score is higher.
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Table 14, continued

Abbreviated
Items

_Group_
Experimental N=26
Control N=24
N=15
N=ll
N=12
N=12
Internal External Internal External

Population
Mean

SO

11. Made Changes 4.2016

3.8788

4.3819

4.2292

4.1805

.4949

12. Satisfied
with Nursing
Process
4.5899

4.4848

4.7500

4.4347

4.5680

.4263

Satisfied with
Nurse
13. Nurse
Knowledge

4.5320

4.3258

4.5625

4.4000

4.4623

.3957

14. Answered
Questions

4.5369

4.3030

4.4583

4.3181

4.4141

.4139

13. Nurse Skill

4.4733

4.3788

4.6111

4.3653

4.4597

.4257

16. Nurse Cared

4.6128

4.4773

4.5486

4.5056

4.5418

.4499

17. Nurse
Empathy

2.7370

2.4318

2.0833

2.4694

2.4488

.8379

18. Convenience

4.2997

4.2273

4.5556

4.3111

4.3479

.3999

19. Sufficient
Time

2.2747

1.9015

2.1250

1.8750

2.0608

.7603

20. Accessible

4.3656

4.4242*

4.4236

4.2936

4.3750

.4064

21. "BusinessLike"

3.3220

3.1742

3.8264

2.8486

3.2969

.9965

22. Friendly

4.6233

4.5227

4.6806

4.4639

4.5767

.3594

23. Met Expec¬
tations

4.4066

4.4318

4.6250

4.4722

4.4803

.3560

24. Satisfied
with Nurse

4.6587

4.4848

4.6667

4.5556

4.5976

.3560
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Table 14, continued

Group
Abbreviated
Items

N=15
Internal

N=ll
External

N=12
Internal

N=12
External

25. Learned
About Care

4.2304

4.3182*

4.5278

26. Learned
Nurse Role

2.1598

2.0379

27. Learned
About Health 2.0743

Mean

SD

4.1097

4.2921

.5883

1.8958

2.0931*

2.0536

.6709

2.1439*

1.9097

2.0917*

2.0543

.7778

28. Partners in
Relationship 3.9269

4.0076*

4.2639

3.8083

3.9971

.5848

29. Participated 4.1234

3.8409

4.2222

3.9458

4.0424

.5100

30. Involved in
Decisions

4.0663

3.7652

4.0972

3.7694

3.9362

.5572

31. Needs
Identified

4.3427

3.9015

4.2708

3.9917

4.1442

.5147

32. Discussed
Freely

1.9823

2.3106*

1.7431

2.0278*

2.0080

.6961

33. Needs Met

4.1827

4.2045*

4.2431

4.1569

4.1958

.5347

34. Made
Progress

4.2020

3.8258

4.2639

4.0861

4.1063

.4753

35. Satisfied
With
Outcomes

4.5746

4.4545

4.7431

4.5761

4.5890

.4085

Satisfied with
Outcomes

172

suits of the hypotheses-testing were obtained and inter¬
preted.

Hypothesis

I:

There is no significant difference
in client satisfaction when con¬
tracting is used to mutually estab¬
lish goals and activities in nursing
care and when contracting is not
used.

This hypothesis predicted that clients whose nurses
learned and used contracting were no more or less satis¬
fied,

either in general

ticular

(total satisfaction) or in par¬

(satisfaction with selected dimensions of satis¬

faction),

than their counterparts whose nurses did not

learn contracting.

A T-test was used to determine if

there were any significant differences between the means
of the groups of clients who had contracts with their
nurses

(Group 1)

and those clients whose nurses did not

learn or use contracting
Statistically,

(Group 3).

there were no significant differ¬

ences between these groups,

yet examination of Table 15

shows a consistent trend for the means to be higher in
the group of clients whose nurses used contracting with
them.
With these

findings,

contracting alone cannot be

proposed as a significant variable in clients
tions of satisfaction.

Therefore,

percep-

Hypothesis I was not
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Table 15
Means, Standard Deviations and Separate
Variance Estimates of Dimensions of Satisfaction
When Nurses Learn and Use Contracting
and When Nurses Do Not Learn Contracting

Satisfaction
Dimensions

Mean

S .D.

Separate Variance Estimate
T2-Tail
D.F.
Value
Probability

Satisfaction with Nurse
Group 1

15.00

4.86

Group 3

13.71

5.33

1. 04

34.84

.304

• 26

27.34

.794

i,77

36.83

.445

.78

30.23

.443

1 .16

33.18

.225

.77

33.11

.448

Satisfaction with Nursing Process
Group 1

12.71

5.61

Group 3

12.36

4.39

Satisfaction with Outcome
Group 1

12.52

4.55

Group 3

11.62

5.30

Satisfaction with Relationship
Group 1

13.23

Group 3

12.25

Satisfaction with

5.19
4.76

Involvement

Group 1

7.14

Group 3

6.32

2.83
2.93

Total Satisfaction
Group 1

40.23

Group 3

37.70

13.20
13.60
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rejected.

Based on the comparable levels of satisfac¬

tion,

however,

it can be inferred,

that this approach

is at

least as effective as others used by nurses to

establish and maintain helping relationships with cli¬
ents.

This is important because contracting represents

a collaborative approach to identifying and meeting the
needs of clients and families.

It is well recognized

that practical as well as philosophical orientations are
beneficial

for the repertoire of nurses who seek ways

to initiate and maintain collaborative relationships and
to be accountable to one's self and the client.
The trend toward greater satisfaction for clients
who had a contractual relationship with the nurse,

as

reflected in the mean scores without significant differ¬
ences with the control groups,
of factors.

may be due to a variety

One consideration in the interpretation of

the

findings is that all of the nurses in the experimen¬

tal

group were learning contracting for the first time.

It

is difficult to learn and use a new approach in nurs¬

ing practice,

particularly when the methodology necessi¬

tates a change in values or emphasis as well as the na¬
ture of interactions.

Nurse-client contracting depends

on nurse beliefs in the importance of client participa¬
tion and clarification in nurse-client relationships.
Acting on new values in the initial phases of practicing
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a new skill

is both complex and difficult.

time was allocated for
new knowledge,

feedback,

Although

as the learners applied

skills and attitudes,

the duration of the

study was not long enough to provide encouragement,

sug¬

gestions and directions at times which would have been
advantageous to the learner.

With these considerations,

it is interesting to observe the increased satisfaction
when nurses were in the process of trying a new ap¬
proach .
The results of the testing of this hypothesis also
confirm the

findings of Avila and Combs who suggest that

if the helping person believes that a method will be
helpful,

this attitude is a positive influence on the

client's assessment of helpfulness.2

Hypothesis

II:

There is no significant difference
in client satisfaction when nurses
have participated in learning about
contracting and when they have not
participated in learning about con¬
tracting.

Since contracting was a process to be learned and
then used,

it was speculated that some members of the

experimental group may not actually use the process with
clients

for a variety of reasons,

both related to client

2The "self as instrument" concept is described
in detail in Combs, Avila and Purkey, p. 6.
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factors and nurse factors.

It was thought,

however,

that the discussion of the concept of collaborative
nurse-client relationships and the value of client in¬
volvement,
cipate

together with the initiative taken to parti¬

in learning,

may produce differences in client

satisfaction.
This hypothesis also involved two groups of cli¬
ents;

those whose nurses learned contracting whether it

was used or not

(Groups 1 and 2)

and clients whose

nurses did not learn or use contracting

(Group 3).

A

T-test was used to find any significant differences be¬
tween the means of these groups.
When the data were analyzed,

it was determined that

there were no significant differences in client satis¬
faction when contracting was learned by nurses.

The

trend toward higher scores continued with this compari¬
son also.

Table 16 shows the slightly higher means in

total satisfaction,

and in all but nurse satisfaction,

in the other dimensions.
Hypothesis

II was not rejected because there were

no significant differences in client satisfaction ob¬
served when nurses learned contracting or when they did
not

learn this approach.
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Table 16
Comparison of Means, Standard Deviations and Separate
Variance Estimate Between Client Satisfaction Scores
When Nurses Learn Contracting and When They Do Not

Satisfaction
Dimensions

Mean

S. D.

Separate Variance Estimate
T2-Tail
Value
D.F.
Probability

Satisfaction with Nurse
Group 1,

2a

13.70

4.48

13.71

5.33

-.02
Group 3b

142.67

.983

.12

148.63

.905

.46

143.27

.650

.91

147.97

.365

.83

145.80

.408

.21

144.72

.834

Satisfaction with Nursing Process
Group 1,

2

Group 3

12.45

4.81

12.36

4.39

Satisfaction with Outcome
Group 1,

2

Group 3

11.98

4.50

11.62

5.30

Satisfaction with Relationship
Group 1,

2

Group 3

12.94
12.25

Satisfaction with

4.56
4.76

Involvement

Group 1

6.70

2.63

Group 3

6.32

2.93

Total

Satisfaction

Group 1

38.14

11.98

Group 3

37.70

13.60

aN=77,

bN=74.
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Hypothesis III:

There is no significant difference
in client satisfaction when nurses
have internal locus of control and
when nurses have external locus of
control.

This hypothesis was tested by obtaining the satis¬
faction scores of those clients whose nurses had inter¬
nal

locus of control

and those whose nurses had external

locus of control and applying the T-test of signifi¬
cance.

It was predicted that this attribute of nurses

would not significantly affect perceptions of satisfac¬
tion .
In the analysis of differences between the mean
scores of clients in each group,

it was observed that

there were differences beyond those expected by chance.
These were evident in the dimensions of satisfaction
with nursing process,

involvement satisfaction and re¬

lationship satisfaction.

Table 17 demonstrates the di¬

mensions of satisfaction which were influenced by the
nurses'

locus of control.

Hypothesis
edging the

III was rejected in favor of acknowl¬

influence of internality and externality in

the aforementioned dimensions of satisfaction.
In order to polarize the internal-external locus
of control variable

further,

all of the clients of

nurses between one standard deviation above and below
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Table 17
Means, Standard Deviations and Separate
Variance Estimates of Client Satisfaction Scores
According to Nurse Locus of Control

Satisfaction
Dimensions

Mean

S. D.

Separate Variance Estimate
T2-Tail
Value
D.F.
Probability

Satisfaction with Nurse
Internal3

13.83

4.58
.35

External*3

13.55

137.84

.728

2.44

130.78

.016*

1.87

146.75

.064

2.57

139.18

.011*

2.14

144.63

.034*

1.72

140.85

.088

5.27

Satisfaction with Nursing Process
Internal

13.25

3.99

External

11.42

5.05

Satisfaction with Outcome
Internal

12.49

4.91

External

11.01

4.79

Satisfaction with Relationship
Internal
External

13.50
11.57

Satisfaction with

4.31
4.85

Involvement

Internal

6.96

2.71

External

6.00

2.78

Total Satisfaction
Internal

39.59

12.14

External

36.00

13.35

aN=81,

bN=70
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the mean were omitted from the data analysis.
T-test,

Using a

clients of 24 nurses with internal locus of con¬

trol and 15 nurses with external locus of control were
examined.

The mean scores were 37.8750 and 35.9333,

respectively,

with standard deviations of 12.581 and

13.231.

With a T-value of .45 and 28.71 degrees of

freedom,

the two-tail probability was

analysis,

.653.

With this

it was concluded that the probability that

these groups are different is 65 out of 100.
The influence of internal and external locus of
control was most evident in those aspects of satisfac¬
tion which involved the nurse-client relationship.
Internals yielded significantly greater satisfaction
from clients

in these aspects of nursing care.

Much of

the literature previously cited supports the finding
that internals are better able to extract relevant in¬
formation or situational cues and use these data in ef¬
fective problem-solving.3

This interactive process

is also relevant to relationships between clients and
nurses as problems are identified and solved.
When the negative questions were omitted,
means were established

and the

for the total population of one

3Joseph Ducette and Stephen Wolk, "Cognitive and
Motivational Correlates of Generalized Expectancies for
Control," Journal of Personnel and Social Psychology 26
(June 1973TI
pp. 420-426, cited in Arakelian, p. 30.
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hundred and fifty-one clients and for each group,
was

it

found that the means remained consistently higher

(Table 18).

Table 18
Comparison of Means for Each Group When Negative
Questions Were Omitted from Analysis of Client
Satisfaction Items (N =1517

Mean

S.D.

Group 1
Internal
External

45.22
30.66

8.2
10.4

Group 2
Internal
External

36.52
36.14

11.02
10.71

Group 3
Internal
External

37.56
33.47

10.57
12.66

Mean = 35.8609
S.D. = 11.4990

Hypothesis

IV:

There is no significant difference
in client satisfaction when nurses
with internal locus of control
learn and use contracting, learn
and do not use contracting, and do
not learn contracting, and when
nurses with external locus of con¬
trol learn and use contracting,
learn and do not use contracting
and do not learn contracting.

Satisfaction scores and locus of control were cal-
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ciliated and analyzed to determine the interactive ef¬
fects of these two variables.

There were six groups

comparison in this hypothesis:

for

clients who contracted

with nurses of internal locus of control and their coun¬
terparts with nurses with external locus of control;
clients whose nurses learned but did not use contracting
and had internal locus of control and their counterparts
with nurses with external control;

and clients whose

nurses did not learn contracting with internal locus of
control

and their counterparts with nurses with external

locus of control.
Using analysis of variance
scores of satisfaction,
pendent variables,

(ANOVA) with the raw

interactions between the inde¬

contracting,

and the dependent variable,

and locus of control

client satisfaction,

were

determined.
Table 19 shows that locus of control as a main ef¬
fect made a difference in client satisfaction because
the between group variance was greater than the variance
within the groups of nurses with internal and external
locus of control.

The difference was significant at or

above

.05 level of probability in the dimensions of

total

satisfaction

process

(.007),

(.047),

satisfaction with nursing

satisfaction with outcomes

isfaction with relationships

(.001),

(.050),

sat¬

and satisfaction
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Table 19
_Summary Statistics and Analysis of Variance for Client Sat is fact, inn
Scores in Experimental and Control Groups

_
Source of Variation

„ Sum
of Squares

df

Mean Squares

F

Significance of
f

Main Effects
Group
Locus of Control
Two Way Interaction

Total Satisfaction
760.108
3
253.369
273.465
2
136.733
626.036
1
626.036
1135.817
2
567.909

1.618
.880
3.999
3.628

.188
.417
.047*
.029*

Main Effects
Group
Locus of Control
Two Way Interaction

Satisfaction with Nurse
60.083
3
20.028
56.089
2
28.544
11.373
1
11.373
158.360
2
79.180

.857
1.221
.487
3.388

.465
.298
.487
.036*

2.490
.539
7.536
4.307

.063
.585
.007*
.015*

1.494
.500
3.916
1.532

.219
.607
.050*
.220

Satisfaction with Relationship
52.728
158.184
3
Main Effects
8.813
17.627
2
Group
137.722
1
137.722
Locus of Control
53.249
2
Two Way Interaction
106.498

2.551
.426
6.663
2.576

.058
.654
.011*
.080

Satisfaction with Involvement
16.200
3
48.601
6.891
2
13.781
37.608
1
37.608
19.231
2
38.462

2.190
.931
5.084
2.600

.092
.396
.026*
.078

Main Effects
Group
Locus of Control
Two Way Interaction

Satisfaction with Nursinq Process
147.043
3
49.014
2
21.198
10.599
144.791
1
144.791
2
169.545
84.773

Main Effects
Group
Locus of Control
Two Way'Interaction

Main Effects
Group
Locus of Control
Two Way Interaction

Satisfaction
105.814
23.616
92.456
72.318

with Outcomes
35.271
3
11.808
2
1
92.456
36.159
2
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with involvement (.026).

In addition, a two-way inter¬

active effect between the group of nurses (Group 1, 2,
or 3) and locus of control (internal, external) was also
evident.

This effect was present in total satisfaction

(.029) and satisfaction with nursing process (.015).
The effect in Table 19 is only exerted in Group 1,
that is,

the group whose nurses contracted with them.

This finding suggests that locus of control is the most
powerful variable as a determinant of client satisfac¬
tion, when clients have contracts with nurses.

On the

basis of this finding, Hypothesis IV was partially re¬
jected and the alternative, that is, that the locus of
control of nurses and contracting together influence
clients' perceptions of satisfaction significantly, was
accepted.
From these results, it was concluded that there was
an interaction between the locus of control of nurses
and the satisfaction of clients in the respective
groups.

In total satisfaction and satisfaction with

nursing process, the main effect of locus of control and
the interaction of group and locus of control were evi¬
dent.

In satisfaction with the nurse, an interactive

effect was noted.

In satisfaction with outcomes,

relationship and involvement, the main effect of locus
of control was the influential variable in determining
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significant differences in satisfaction.
In order to examine the group differences more
closely, a breakdown of each criterion variable by group
and by locus of control was delineated (Appendix 0).
Almost without exception the means for clients in Group
1 and the means of clients of nurses in each group with
internal locus of control are consistently higher.
To further demonstrate the positive relationship
between contracting and locus of control, a T-test was
applied to the satisfaction scores in each group.

Table

20 shows that when clients have contracts with nurses,
those clients of nurses with internal locus of control
are more satisfied than their counterparts who have
nurses with external locus of control.

This finding

was evident at a .013 level of significance or less in
all dimensions of satisfaction,

including total satis¬

faction .
Since Group 1 was relatively small (9 internals and
12 externals),

the Mann-Whitney U-Test was used to test

whether the two samples were from the same population.
The rank of each case and not just the location relative
to the mean was used to compute the U-score.

It was

assumed that if the samples were from the same popula¬
tion, the distribution of scores from the two groups in
the ranked test would be random.

A non-random pattern
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Table 20
Means, Standard Deviations and Separate Variance
Estimates when Clients have Contracts with Nurses
with Internal and External Locus of Control (L0C)a

Satisfaction
Dimensions

Mean

S. D.

Separate Variance Estimate
TValue
D.F.
Probability

Total Satisfaction
Internal

50.1111

9.493

External

32.8333

10.693

3.91

18.37

.001*

2.74

18.28

.013

3.94

18.79

.001

2.83

17.00

.011

3.44

18.98

.003

3.44

17.95

.003

Satisfaction with Nurse
Internal

17.8889

3.983

External

12.8333

4.428

Satisfaction with Nursing Process
Internal

16.8889

3.822

External

9.5833

4.660

Satisfaction with Outcomes
Internal

15.333

4.000

External

10.4167

3.848

Satisfaction with Relationship
Internal

16.7778

3.563

External

10.4167

3.848

Satisfaction with Involvement
Internal

9.1111

2.205

External

5.6667

2.348

^Internals, N=9; externals, N=12.
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would be indicated by an extreme value of U.

Using this

test, a similar pattern emerged, that is, higher scores
in each dimension of satisfaction at a .0278 level of
significance.

Table 21 shows the results of this non-

parametric test.
When the Mann-Whitney test was used to analyze the
scores of clients whose nurses did not use contracting,
there were no significant differences between the scores
of clients with nurses of internal locus of control and
with nurses of external locus of control.

Table 22 il¬

lustrates that locus of control does not have a signif¬
icant effect on assessments of satisfaction by these
clients.
When T-tests were used with Group 2 (clients of
nurses who learned contracting, but did not use this
approach) and Group 3 (clients of nurses who did not
learn contracting), there were no significant influences
of locus of control.

However, when Group 1 (clients who

had contracts with their nurse) and Group 2 were com¬
bined,
the

the influence of locus of control was evident at

.034 level of significance in the dimension of rela¬

tionship satisfaction.
When all of the clients of nurses who contracted
with at least one client were selected out of Group 2,
a T-test was used to determine any significant differ-
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Table 21
Mean Rank, U Scores, and Probability of Client
Satisfaction when Nurses with Internal^ or
External^ Locus of Control Contract with Clients

Variable

Mean Rank

U-Score

2-Tail
Probability

Total Satisfaction
Internal
External

16.44
5.0

.0001

23.0

.0278

9.5

.0007

18.5

.0093

15.0

.0043

14.0

nn„
.0033

6.92

Satisfaction with Nurse
Internal

16.44

External

8.42

Satisfaction with Nursing Process
Internal

15.94

External

7.29

Satisfaction with Outcomes
Internal

14.94

External

8.04

Satisfaction with Relationship
Internal

15.33

External

7.75

Satisfaction with

Involvement

Internal

15.44

External

7.67

aN=9;

bN = 12
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Table 22
Mean Ranks, Z-Scores and Probability of Client
Satisfaction when Nurses with Internal3 and
External^3 Locus of Control Do Not Use Contracting

Variable

Mean Rank

Z-Score

2-Tail
Probability

Total Satisfaction
Internal

67.11

External

63.50

.5435

.7375

-.5962

.5510

Satisfaction with Nurse
Internal

63.74

External

67.69

Satisfaction with Nursing Process
Internal
External

69.08
1.2123

.5868

.7209

.4710

1.4450

.1485

.9767

.3287

61.05

Satisfaction with Outcomes
Internal
External

67.63
62.85

Satisfaction with Relationship
Internal

69.76

External

60.22

Satisfaction with

Involvement

Internal

68.36

External

61.95

aN=72.
bN=58.
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ences in satisfaction between that group and Group 1.
It was

found that clients of nurses who had used con¬

tracting with at least one client had significantly
greater satisfaction than the clients of the same
nurses who learned,

but did not use contracting.

The

dimensions so influenced were total satisfaction and
satisfaction with the nurse.

Table 23 shows these

areas of significantly greater satisfaction.
Discriminant analysis of the items in the question¬
naire was conducted on the group of clients who con¬
tracted with nurses and their counterparts who did not.
Using the Wilks-Lambda method of discrimination,

group

means were computed and eight items were identified as
ones which would distinguish between the contracting and
non-contracting groups with 74% accuracy.
lar items were

Item 2

(The nurse encouraged me to ex¬

plain my health needs/concerns
Item 4

(The nurse and

the plans

nurse was

Item 3 (I was not sure

for my health care);

Item 7

(The

in charge of my health and I did what she

said was best

for me);

me as a person);

Item 16

Item 25

(I

(The nurse cared about

learned as much as I wanted

to learn about my health care);
I was

from my point of view);

I worked together in deciding on

for my health care);

what the plans were

The particu¬

and Item 30

(I feel that

involved in decisions about my health care).

The
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Table 23
Means, Standard Deviations and Separate Variance
Estimates when Nurses Have Tried Contracting with at
Least One Clienta and When Nurses Have Learned
and Not used Contracting*-1

Variable

Mean

S. D.

Separate Variance Estimate
TTwo-Tail
Value
D.F.
Probability

Total Satisfaction
Tried C.
No C.

48.3333
35.5789

19.132
2.62

9.14

.028*

3.72

9.59

.004*

1.27

6.49

.250

1.93

12.61

.075

1.54

7.26

11.122

Satisfaction with Nurse
Tried C.
No C.

18.0000
11.8421

3.406
3.920

Satisfaction with Nursing Process
Tried C.

15.1667

5.981

No C.

11.8421

4.018

Satisfaction with Outcomes
Tried C.
No C.

15.1667
11.8947

3.189
4.713

Satisfaction with Relationship
Tried C.

15.8333

5.076

No C.

12.3158

4.164

Satisfaction with Involvement
Tried C.

8.3333

2.639

No C.

6.3684

2.671

^ ^

8.51

.078
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experimental
#2,

#5,

(contracting)

#7 and #25.

The control group

group scored higher on
Canonical

group scored higher on Items

Items #4,

discriminant

#16,

(non-contracting)
#22 and #30.

functions of coefficients

were also used to differentiate between the contracting
and non-contracting groups on the basis of the dimen¬
sions of satisfaction.

Satisfaction with the nurse was

observed to be the best discriminator for distinguishing
between the groups,

but not significantly so

Through significance testing,
jected because there were two
of control,

external)

Hypothesis IV was re¬

factors,

group and locus

which had a statistically different effect

on client satisfaction.
the groups

(.2103).

(1,

2 and 3)

was examined,

significant.

When the interaction between
and locus of control

(internal-

the effect was statistically

It was concluded that the locus of control

effect only occurred in Group 1.

It was further con¬

cluded that nurses with internal locus of control who
use contracting yield the greatest satisfaction in each
dimension

identified.

Although these conclusions are based on data extra¬
polated
ly small

from an uneven sample of clients and a relative¬
number in each category,

an interesting discovery.
effect of nurses'

the findings suggest

That is,

the interactional

beliefs and the use of contracting af-
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fects client perceptions of satisfaction.
The literature in the areas of locus of control
and contracting would support these findings.
ample,

For ex¬

persons with internal locus of control believe

that their actions affect outcomes and may have a
greater sense of responsibility for behavioral outcomes.

Also,

contracting is a way of working with

clients to promote active involvement in the process of
health care.

It is likely that clients would be more

satisfied when they are part of the process rather than
a recipient of care.

Hypothesis V:

There is no correlation between
nurse characteristics such as age,
educational preparation, and pro¬
fessional experience in nursing and
perceptions of satisfaction by
clients.

In addition to locus of control and contracting,
other variables were considered as potential influences
on perceptions.

Spearman correlation coefficients were

done to determine if any relationship existed between
the selected characteristics of nurses and client sat¬
isfaction.

Table 24 shows that there was a very low

positive correlation between each nurse characteristic
and client satisfaction.

^Arakelian,

p.

30.
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Table 24
Spearman Correlation Coefficient of Relationship
Between Nurse Characteristics and Total Satisfaction

Criterion
Variable

Nurse
Aqe

Total
Satisfaction

.257

Nurse Characteristics
Educa¬
tional
Prepara- Years in
Years in
at ion
Agency
Nursinq
.300

.370

.335

These findings are different from those of Dyer and
her colleagues who reported that education related pos¬
itively with patient care and nursing performance mea¬
sures, often significantly.

They also found that age

was usually negatively correlated to patient care and
performance measures, often significantly.5
All of the nurse characteristics were in the form
of categorical or grouped data and the satisfaction
scores were in the form of continuous data.

This may

account for the low relationships, but it is more likely
that it is the attributes of the nurse as a person, the
way that knowledge and skills are used and the outcomes

^Elaine Dyer et al., "What are the Relationships
of Quality Care to Nurses' Performance, Biographical
and Personality Variables," Psychological Reports 3
(February 1973):
pp. 255-266.
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from the client's point of view that are more relevant
to perceptions of satisfaction by clients.

Description of Demographic Data Related to
Client Health and Use of Services

The data from Section III of the questionnaire re¬
vealed interesting information about the health-illness
pattern of the clients and their use of services.
cifically, the areas analyzed were:

Spe¬

health perceptions;

need for assistance with daily activities; written
agreements with the nurse; cost; and the need for change
in nursing services.

Health perceptions.

Seventy-four percent of the clients

described their health as fair or poor, and 26 percent
assessed their health as good or excellent (Table 25).
Most of the clients were seen by a physician at least
two to four times a year (84%).

Of these clients,

sixty-three percent were seen once a month (Table 26).
Both of these factors indicate that the clients visited
a home by the nurses required relatively close moni¬
toring by health professionals.

Need fnr assistance with daily activities.

Host clients
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Table 25
Perceptions of Health Described by C]ipnl-<;
in bach Group of the Study (N = 147V-

_Group_Raw
I
2
3
Total
Health
Excellent

Good

Oa
Ob
0C
Od
3

2.0

12.2

8.8

30
39.5
53.6
20.4

34
44.7
47.2
23.1

76
51.7

22
68.8

32

12

4
12.5

uRow pet.
cColumn pet.
^Total pet.

6

2.7

18.8
10.7
4.1

19
12.9

56
38.1

21.1

aCount

2.0

15.8

8.2

TOTAL

5

3.4

13
38.2
18.1

15.8
63.2
Poor

3
60.0
4.2

18
52.9
32.1

8.8

Fair

2

40.0
3.6
1.4

34
23.1

21.8

30.6
15.0
72
49.0

147
100.0

197

Table 26
Frequency of Client Visits
to a Physician in Each Group

1

Group
2

Once a month

10
15.9

23
36.5

30
47.6

6-10 times/year

2
11.1

7
38.9

9
50.0

18
12.4

2-5 times/year

5
11.9

15
35.7

22
52.4

42
29.0

Once a year

3
15.8

9
47.4

7
36.8

3

Raw
Total
63
43.4

19
13.1

Occasional home
visit

0

1

1

2
1.4

Never

0

0

1

1
.7

Column Total

20

55

70

145

Total

13.8

37.9

48.3

100.0

reported the need for help with daily activities (51%)
and the majority (57%) felt that they received the help
that was needed.

With the wording of these questions

it was difficult to determine if those clients who perceived the need for help were the same clients who
thought that they received enough help with their needs

Written agreements with the nurse.

When clients were
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asked if they had a written agreement with the nurse,
forty-one percent responded affirmatively, forty percent
negatively, and eighteen percent were unsure.

Clients

may have understood this to mean any written instruc¬
tions or prescriptions, but it is of interest to note
that some clients in each group thought that there was
a written plan.

It is also of interest to note that

some of the clients in the experimental group responded
negatively or were unsure.
data,

In the absence of clarifying

it may be speculated that clients with contracts

did not consider these to be written agreements.

When

asked about the effectiveness in terms of being helpful,
only 69 clients responded.

Most (80%) described these

as being helpful, 3 percent as not helpful, and 18 per¬
cent were undecided.

These data tend to confirm the

assumption that there may have been misinterpretation
of the question for many clients.

Table 27 shows the

client responses to the question about the written
agreement, and Table 28 shows the responses in terms of
effectiveness.

Cost.

Most of the clients (64%) thought that the cost

for services was just about right.
that the cost was too much,

Six percent felt

3% too little, and 26%

either didn't know the cost or thought that there was
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Table 27
Responses of Clients to the Question.
"Did You and Your Nurse Have a Written Agreement
About the Plans for Your Health Care?11 (n = 145)

Written Aqreement
Yes

1

Group
2

3

Raw
Total

16
26.7

23
38.3

21
35.0

60
41.4

No

3
5.2

18
31.0

37
63.8

58
40.0

Unsure

2
7.4

12
44.4

13
48.1

27
18.6

Column Total

21

53

71

145

Total

14.5

36.6

49.0

100.0

Table 28
Responses of Clients to the Question, "If Yes, Did You
Find This:
Helpful, Not Helpful, Unsure?" (N = 82)

1

Group
2

3

Raw
Total

14

21

20

55
79.7

Not Helpful

0

1

1

2
2.9

Undecided

2

4

6

12
17.4

Column Total

16

26

27

Total

23. 2

37.7

39.1

Helpful

69
100.0
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no cost involved.

Visits by the nurse.

During this study the nurses were

asked to keep a record of visits.
ords,

most of the clients

(79%)

Based on these rec¬

were visited by the

nurse between 3 and 16 times over a three month per¬
iod.

Fourteen percent were visited between 17 and 30

times and six percent over 30 times.
presented in Table 29.

These data are

The frequency of visits by

nurses also indicated the need for health care,
particularly

Need

for elderly clients managing at home.

for change.

When clients were asked if changes

were needed there was a strongly negative response
(92%).

Those who expressed the need for change

were mostly

in Group 3.

terms of satisfaction,
clients

(8%)

Table 30 shows these data.

In

these responses demonstrate that

in all groups are generally satisfied with the

services rendered by the nurses in this study.
47 clients who wrote comments,
positive.

Of the

all but six were highly

The next section describes the responses to

the open-ended questions.
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Table 29
Visits by the Nurse During the Three Month
Study Period by Group1

Group_
2.
2

Number of Visits

Raw
Total

3- 9

8
11.9

29
43.3

30
44.8

67
44.4

10-16

7
13.2

16
30.2

30
56.6

53
35.1

17-23

2
12.3

7
43.8

7
43.8

16
10.6

24-30

1
20.0

4
80.0

5
3.3

Over 30

3
30.0

4
40.0

3
30.0

10
6.6

Column Total

21

56

74

151

Total

13.9

37.1

49.0

100.0

0
0

Table 30
Client Responses to the Need for Change by
the Nurses in the Study by Group

Need

1

for Changes

Group_
3
2
0

9

Raw
Total
11
7.9

Yes

2
18.2

No

18
14.1

53
41.4

57
44.5

128
92.1

Column Total

20

53

66

139

Total

14.4

38.1

47.5

100.0
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Results of Subjective Assessment
of Satisfaction by Clients

In the Client Satisfaction Questionnaire, clients
were asked to respond to general open-ended questions.
The results of this section of the questionnaire will
be described.

Reason for visits by the nurse.

The reasons that cli¬

ents gave for the visits by the visiting nurse were
many.

Only those reasons actually written by the re¬

spondents were included in the categorization process
as follows:
1.

Follow doctor's orders.

Included in this cat¬

egory were similar responses, like "doctor sent her,"
"take the doctor's place," or "report to the doctor."
2.

Specific medical conditions.

A wide variety

of medical diagnoses were given as the reason for the
nurse's visits.

Included were fractures, diabetes, em¬

physema, stroke, phlebitis,
cancer,

leg ulcers, heart attacks,

diverticulitis, and many others.

A few clients

wrote "because I was sick," or "illness" as the reason.
3.

Surgical follow-up.

This category included

the types of surgical procedures such as skin grafts,
amputation, colostomy, stones in duct, as well as gen-
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eral statements of "having an operation" or "surgery."
^*

Specific treatments.

Clients listed several

treatments as reasons for the nurse's visits.
these were:

dressings and bandages,

chest treatments,

Among

giving injections,

giving other medications, e.g.,

sup¬

positories .
5.

Supervision of treatments.

Many clients

listed reasons in this category that were related to
the supervision of diet,

exercise,

self-help activities

and supervision of the home health aide.
6.

Supervision of symptoms.

The reason for vis¬

its according to some clients was to watch for the pro¬
gress of a particular symptom or problem like swelling,
weight,

speech,

or fluid retention.

Some listed taking

blood and urine samples as a way of monitoring a symptom
like

"sugar in the blood."
7.

Monitor general health and progress.

The need

for taking vital signs such as blood pressure and pulse,
and checking the heart as well as general progress was
a

frequently mentioned reason for nurses'
8.

Learning a skill.

that the reason

visits.

A few clients mentioned

for the visits by the nurse was to help

them to learn a specific skill such as insulin injec¬
tions,
9.

dressing changes,
Other.

and care of a colostomy.

This category was a pot pourri of
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reasons

including the following:

"advised by the hospital"
"couldn't get out to see the nurse"
"explain my illness and medicines"
"explain what they're doing"
"discuss my condition"
"very necessary"
"brought prescriptions because

I couldn't get out"

One client who was being visited for another condi¬
tion identified that one of the reasons
visit was that she
recommended that

for the nurse's

"discovered a lump under her arm,

I see the doctor--I then had surgery--

it was malignant."
From the responses,

it was clear that most clients

perceived the role of the nurse as one who provides
direct physical care and supervision of illness-related
problems.

Reasons
care.

for satisfaction with the nurse and/or nursing
The respondents gave a variety of answers to the

question,

"What satisfied you most about the nurse and/

or nursing care?"
question,

Since this was a positively framed

the respondents answered with satisfaction

statements.

In order to categorize the answers,

Ware's
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taxonomy of patient satisfaction was modified and used.6
The modification was the omission of the categories on
"physical environment in which care is provided" and
"financing of care."

The former was omitted because

care was provided in the home and the latter because no
clients

included cost as a reason for satisfaction.

Accordingly,
of care,

the following categories were used:

technical quality of care;

venience of care;
comes of care.
added

art

accessibility/con-

continuity of care;

and efficacy/out¬

A category of overall satisfaction was

for clients who were not specific.
1.

Art of care.

This aspect of satisfaction in¬

cluding the caring attitudes of the nurse toward the
client.

Such characteristics as concern,

friendliness,
expressed.

patience,

commitment,

consideration,

and sincerity were

Examples of statements in this category are:

"her personal
"quietly cared

interest in my welfare"
for my needs without criticism"

"her pleasant attitude"
"friendliness and willingness to help"
"friendly,

intelligent and willing to listen to me"

"care that was displayed"

6John E. Ware et al., "The Measurement and Mea¬
suring of Satisfaction," Health and Medical Care Services Review 1 (January-February 1978):pp. 4-5.
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"very caring person"
"her friendly ways and concern for me"
"first and most important,
loving care"

the sympathetic tender-

"she was courteous and patient with me"
"kindly approach and encouragement"
"her special interest in my troubles"

One

family member wrote,

"The nurse's presence and

care has brought peace to the patient,

and made her more

comfortable.
2.

Technical quality of care.

satisfaction,
duct,

This dimension of

which also pertains to the nurse's con¬

focuses on the competence of the nurses and their

adherence to high standards.
ability,

accuracy,

skill,

clear explanations,

Statements related to

experience,

thoroughness,

intellectual competence,

and helping

clients to gain confidence are relevant to this cate¬
gory.

Some examples of client responses are as follows:

"efficiency"
"explaining in layman's language"
"expertise--she was just great--very efficient"
"very thorough
"capability

..."

..."

"her efficiency"
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"gave me confidence"
"the explanations if I was in doubt"
"her knowledge of what she was to watch for and her
way of handling a problem and what to do about it"
"she did a good job drawing blood,

etc."

"conscientious and competent medical care"
"she was gentle"

3.

Accessibility/convenience of care.

Included

in this aspect of satisfaction statements were factors
related to the accommodations of the nurse,
hurried and available to the client.

being un¬

Fewer clients

considered this as one of the most important aspects of
satisfaction.

When they did,

these are examples of what

they wrote:

"way things done to my convenience"
"time spent in asking questions regarding symptoms
and discussing diet"
"she came when she said she would"
"timely service"
"time and comfort"
"did not rush her exam"
"always taking time in her busy schedule to answer
any questions and help with any problems, no matter
how small"
4.

Continuity of care.

Regularity of care or
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continuity of care refers to the availability of the
same persons for visits.

There were no spontaneous

statements to indicate satisfaction with continuity.
This may have been due to several reasons:

first, there

were no statements in the previous section related to
continuity of care; and second, those who were satisfied
with continuity by the same nurse may have accepted this
as the usual arrangement, whereas those who may have
been dissatisfied with a frequent change in nurses may
not have considered it appropriate to include in this
section.
5.

Efficacy/outcomes of care.

This part of the

taxonomy relates to the perceptions of clients regarding
the usefulness or helpfulness of health care providers
and specific treatment regimens in improving or main¬
taining health.

Ware explains that in "locus of control

terminology," a favorable perception regarding efficacy
indicates a belief that desirable health status outcomes
are under the control and influence of providers."7
Examples of statements related to efficacy/outcomes are:

"she helped me"
"excellent work and relief given"
"very satisfied with every detail"

7Ibid., p.

5.
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"good follow-up"
"she helped me with my health problems"
"without the nurse I would have had to stay in the
hospital"
"beneficial to my health"

6.
general

Overall satisfaction.

Some clients included

statements about satisfaction.

Among these

statements were:

"everything"
"all good"

"fine"
"good"
"whatever she did

for me,

no preference"

"everything in general"

One client said,

"nothing really," which could be inter

preted as general dissatisfaction.

Some clients chose

not to answer this question and left it blank.
client stated,

"prefer not to answer."

One

The absence of

response could be interpreted as either general satis¬
faction or dissatisfaction.
The third open-ended question was,

"If you could

change anything about your nurse and the nursing care
provided,
ents wrote

what would you change?"
"nothing,"

"none," or

The majority of cli
"not a thing," but a
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few clients made suggestions as follows:

"shouldn't have to have a doctor's order to obtain
care"
"too much pampering does not give the patient a
chance to be more independent"
"call before visiting"
"have the same nurse every time and come at regu¬
lar times"
"more communication with the family"
"having the service extended"
"to have a health aide every day to help me in a.m.
so I can stay home 'till I die"
"prefer not to answer"
"have nurses take more training concerning my
problem [tracheotomy]"
The last open-ended question invited comments or
suggestions about the nursing services received.

Many

clients responded to this question with positive com¬
ments as follows:
"being alone,

I was grateful for the service"

"so often young people aren't interested in older
people . . . they were interested in what I would
say and felt"
"nurse . . . has tapped all services (above and
beyond) to provide help to ease my problem"
"if it were not for this service, I would have to
go to a nursing home.
I was grateful that I could
stay home and recuperate"
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"some nurses have the gift to handle elderly
patients"
"•

•

• nurses are the very best and caring"

"• • • 3ll of the people who came to our home show
personal care and concern and go out of their way
to bring the love of the community to us . . . they
are generous beyond the call of duty"
"I am sure that every . . . patient needs VNA ser¬
vices and in my estimation would be at a loss with¬
out their services"
A few comments indicated that some clients wanted to
make suggestions for consideration.
"I prefer to receive a telephone call prior to
visits as I have a schedule of sorts . . ."
"home health aides not as professional as I would
have liked"
". . . on the cost for me it was very high.
I
have been sick for 3 years and had 5 operations.
I think the nurses should drop the charges what¬
ever my insurance doesn't pay (all but 10%) or
else waiver the cost like doctors do--go half and
half ..."
"I think more care and study of geriatrics is
needed . . . use a geriatric specialist even if it
is only on a consulting basis"
The client comments reaffirmed the general tone of
satisfaction and the importance of nursing services.
The expression of thoughts and feelings served to clar¬
ify and verify the general responses to the Likert-type
items.
In order to find out more about the decisions about
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engaging a nurse-client contracting process, the nurses
were also asked to respond to an open ended question¬
naire .
At the conclusion of the study, the nurses who
learned contracting were asked to complete a brief ques¬
tionnaire which enumerated those factors considered to
be influential in decisions about their use of this
methodology.

Eighteen of the twenty-six nurses in the

experimental group responded to this request.

(Some of

this group did not use contracting with any clients.)
Of the variety of themes which emerged, some of the fac¬
tors were client-related and others were nurse-focused.
In the first category, many nurses described clients in
the following ways:

alert, communicative, receptive,

interested, open to suggestions, and able to followthrough.
were:

Some of the reasons given for contracting

client was not familiar with the role of the

visiting nurse; clients had new medical diagnoses or
clearly aware of medical diagnosis; client had a real
deficit of knowledge in some area of health; and clients
indicated dissatisfaction with traditional approaches.
One nurse explained that one client felt that he had,
"lost control over his life and had been left out of his
own care previously."

(This client had refused visiting

nurse services previously.)
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Other factors were more nurse-related.
ples of these are:

Some exam¬

"it was a challenge to help the pa¬

tient to participate in his care," "previous attempts
were unsuccessful and a written contract was made to
increase the possibility of reaching goals," "increased
satisfaction in nurse-client relationship (for me),"
and "to shorten time with the client when the problem
list was straightforward."
Contracts were used when clients were living alone
and in situations involving other family members.

When

clients had life-threatening illnesses, contracting was
thought to facilitate family discussions and involvement
in the care of the client.

In some instances, family

members were helped to manage responsibilities and to
cope with the illness situation in the family.

An ex¬

ample of this was the use of a contract to focus on a
daughter's difficulty in coping with her mother's unco¬
operative and unpredictable behavior.

One nurse de¬

scribed another home situation as "problematic," and
felt that the client would be unable to reach goals
unless a contract stating the goals was made.
The nurses were also asked to describe the reasons
or factors which most influenced their decision not to
use contracting.

Again, there was a variety of re¬

sponses, but patterns were evident.

Clients with whom
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nurses chose not to use contracting were described dif¬
ferently than their counterparts who used contracting.
Some of the descriptions were:

not interested; diffi¬

culty in communication; confused; too sick; overwhelmed
by participating in own care; altered mental states;
hearing difficulty; history of noncompliance; and not
aware of diagnosis.
Many nurses stated that there wasn't enough time
for contracting and that vacation schedules would have
interrupted the process.

The increased work load due

to summer schedules was also stated as an influence on
the decision not to use contracting.

The comment of one

nurse may describe the rationale of several nurses,
"initially,

I was unsure of how I wanted to go about it

and then our patient load became so heavy,

I felt I did

not have the time to do anything extra."
In summary, contracting was used in those situa¬
tions which may be generally described as positive in
terms of nurse-client relationships, or as an alterna¬
tive when compliance was an issue.

Contracting was not

used when nurses perceived that this approach would not
be effective or when they felt that there was not enough
time to use contracting for a variety of reasons.

215

Summary of the Results

In this chapter, client satisfaction scores and
nurse locus of control scores were calculated and used
as a basis for testing the five null hypotheses which
gave direction to the study.

In order to determine the

acceptability of each one, appropriate statistical tests
were applied.
Hypothesis I predicted that there would be no sig¬
nificance difference in client satisfaction when con¬
tracting is used to mutually establish goals and activ¬
ities in nursing care and when contracting is not used.
This hypothesis was accepted.
Hypothesis II stated that there was no significant
difference in client satisfaction when nurses have par¬
ticipated in learning about contracting and when they
have not participated in learning about contracting.
This hypothesis was also accepted.
Hypothesis III predicted that there would be no
significant difference in client satisfaction when
nurses have internal locus of control and when nurses
have external locus of control.

Significant differences

were observed in the dimensions of satisfaction with
nursing process (.016), satisfaction with relationship
(.011) and satisfaction with involvement (.034).

There-
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fore,

Hypothesis III was rejected in favor of acknowl¬

edging that internality of nurses produces significantly
greater satisfaction than externality in certain dimen¬
sions of satisfaction.
Hypothesis IV proposed that there is no significant
difference in client satisfaction when nurses with in¬
ternal locus of control learn and use contracting, learn
and do not use contracting, and do not learn contract¬
ing; and when nurses with external locus of control
learn and use contracting, learn and do not use con¬
tracting, and do not learn contracting.

This hypothesis

was partially rejected because of the significant dif¬
ference in client satisfaction when nurses with internal
locus of control use contracting.

Specifically, inter¬

nal locus of control of nurses, together with nurse-cli¬
ent contracting, yielded higher scores in all dimensions
of satisfaction,

including total satisfaction.

Hypothesis V predicted no correlation between nurse
characteristics such as age, educational preparation and
professional experience in nursing and perceptions of
satisfaction by clients.

It was observed that these

were very low positive correlations.

Therefore, Hypo¬

thesis V was accepted.
Additional client and nurse data clarified infor¬
mation about client satisfaction and nurses' decisions
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to use nurse-client contracting.

In general, clients

confirmed their general level of satisfaction as a
group.

Responses by nurses further illuminated the

rationale for nurses to use or not use contracting.
There was a general observation that clients with whom
nurses had a contract were described in more positive
terms.

This factor may have been an influential vari¬

able in the responses of clients in the study.
The last chapter will present a more detailed sum¬
mary with implications for future research.

CHAPTER

V

SUMMARY, CONCLUSIONS AND
IMPLICATIONS FOR FUTURE RESEARCH

The purposes of this concluding chapter are to re¬
port the summary and conclusions of the study and to
present the implications

for further research.

Summary

This study was undertaken

for the major purpose of

determining if nurse-client contracting significantly
influenced client satisfaction with nursing care.

A

secondary purpose was to examine the effect of nurse
locus of control on client satisfaction.

Five dimen¬

sions of client satisfaction were created and used as
the basis

for determining overall or total satisfaction

and particular aspects of satisfaction including satis¬
faction with the nurse,
cess,

satisfaction with nursing pro¬

satisfaction with outcomes,

tion and involvement satisfaction.

relationship satisfac¬
These dimensions of

satisfaction were used to determine the level of client
satisfaction when nurses used contracts with clients to
mutually establish goals and activities for nursing care
and when contracting was not used.
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Conclusions

Findings from each of the five null hypotheses led
to the general conclusion that there are relationships
between nurse-client contracting,
of the nurse,
sulted

the locus of control

and client satisfaction.

The findings re¬

from the sequential testing of the hypotheses

using the Statistical Package for the Social Sciences
(SPSS).

There were several specific findings and

conclusions.
First,

there is no significant difference in client

satisfaction when contracting is learned and used to
mutually establish goals and activities in nursing care
and when contracting is not learned.

In total satisfac¬

tion and each dimension of satisfaction,

however,

the

means were higher in the contracting group of clients
than in the non-contracting group.

This finding sug¬

gests that contracting can be used as an effective meth¬
odology when nurses have learned this approach.

Al¬

though the group of clients was relatively small,

the

consistency of higher scores suggests that this approach
is received positively by those clients involved.
Second,

it was found that there is no significant

difference in client satisfaction when nurses have par¬
ticipated in learning nurse-client contracting,

and when
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nurses have not participated in this learning process.
Again,
and

the mean scores were higher in total satisfaction

four dimensions of satisfaction

nursing process,

(satisfaction with

satisfaction with outcomes,

relation¬

ship satisfaction and involvement satisfaction).

There

was a difference in the mean score of .01 points in the
dimension of satisfaction with the nurse.
tion of this

The implica¬

finding is also related to the fact that

clients of nurses who engaged in the learning process
about contracting had a tendency to be more satisfied
than their counterparts who did not learn this process.
The emphasis on client participation in the individual¬
ization of goals and activities had an effect even when
a contract per se was not written.
When differences in client satisfaction were exam¬
ined on the basis of the internal-external locus of con¬
trol

of nurses,

it was concluded that clients of nurses

with internal locus of control are more satisfied than
their counterparts whose nurses have external locus of
control.
isfaction:

This was evident in three dimensions of sat¬
satisfaction with nursing process;

ship satisfaction and involvement satisfaction.

relation¬
The

influence of locus of control is particularly evident
in those areas of satisfaction which are directly re¬
lated to the way that the nurse works with the client
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as opposed to attributes of the nurse as a person,

or

to the outcomes.
These findings suggest that the locus of control of
the nurse may be a significant
sessment of nursing care.

factor in clients'

as¬

It has been observed that

persons with an internal locus of control are able to
influence health care professionals'

decisions.1

Arake¬

lian proposes that this reflects not only the clients'
ability,

but their desire to be active participants in

their own health care and decisions.

2

The findings in

this research suggest that the reverse may also be true,
that is,

nurses may influence clients'

decisions.

That

the nurse becomes ostensibly involved in the process,
is perhaps the most significant aspect of the locus of
control influence on decision-making and other health
related activities on the part of the client.
The

fourth and most significant finding in the

study was the result of the analysis of variance between
and among the groups of clients.

It was concluded that

the locus of control had the greatest effect on Group
1,

that

is,

the group of clients who had contracts with

Ijean E. Johnson, Howard Leventhal and James M.
Dabbs, Jr., "Contributions of Emotional and Instrumental
Response Processes in Adaptation to Surgery," Journal
of Personal and Social Psychology 20 (October 1971).
20-55.
^Arakelian,

p.

30.
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their nurses.

Specifically,

it was found that nurses

with internal locus of control who use contracting yield
the greatest satisfaction in their clients.
consistent

This was

in every dimension of satisfaction.

The

pairing of nurses with internal locus of control and the
use of contracting is the most powerful combination in
client perceptions of satisfaction.
When other nurse characteristics such as age,

edu¬

cational background and experience were studied in rela¬
tion to client satisfaction,

no significantly positive

correlations were found.
This study suggests relationships between nurseclient contracting,
satisfaction.

nurse locus of control and client

While these relationships may hold true

for this particular purposive sample,
that such relationships may be
bility samples.

it is possible

found in larger proba¬

If the latter is true,

appropriate

educational strategies can be developed to incorporate
nurse-client contracting more extensively,

particularly

with nurses who have internal locus of control.

Implications

for Further Research

There are many studies which logically emerge
both the

from

findings of this research and the methodologi-
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cal considerations.

First, and most important, is the

need for a replication of this study with a larger sam¬
ple of nurses who learn and use contracting proficiently
and a contrast group in another agency in which con¬
tracting is not discussed as an alternative methodology.
In such a study, only clients who are visited by the
"contract" nurse, should be included.

The length of

the relationship should also be held constant.
There is some evidence to suggest that the locus
of control of clients is an influential variable in
health care.

A related study would include the locus

of control of clients as well as nurses in order to de¬
termine how these variables influence decisions about
contracting and client perceptions of satisfaction.
A third study of contracting could examine goal
achievement as well as satisfaction as dependent vari¬
ables.

Other recurrent concerns in such a study should

be controlled.

For example, the severity of illness,

the age of the client, and previous experiences with
nurses should be controlled systematically.
Fourth, studies of these phenomena are needed in
nursing education because there may be differences in
the effectiveness of an innovation when used by students
and practitioners.

In the process of curriculum devel¬

opment, implementation and evaluation, nurse educators
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have a responsibility to consider new methodologies in
nursing practice.

Nurse-client contracting needs to be

included in the process of decision-making about curri¬
cular changes.

One important study would involve stu¬

dent-client contracting using an experimental design and
the variables of locus of control and client satisfac¬
tion.

Another related study would compare client satis¬

faction when students have internal or external locus
of control and their counterparts who are registered
nurses with a baccalaureate degree in nursing.
Another study of interest would be a follow-up
study of the nurses who learned and used contracting at
least once to determine if they have continued to use
this method or not.

And still another would be an

assessment of the reactions and responses of the cli¬
ents to the contracting process.
The legal concerns and implications such as liabil¬
ity when agreements are not fulfilled have not yet been
resolved in terms of the influence on nurses to either
use or not use contracting.

An assessment of knowledge

and concerns about legal aspects of nursing and compar¬
isons to decisions to use or not use contracting also
needs to be studied.

Client views of contracts as legal

documents also need to be examined.
Using internal-external locus of control as a major
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criterion variable, a research design which uses the ex¬
tremes, that is one standard deviation above and below
the mean locus of control scores, would be helpful in
further determination of the power of the interaction
between this variable and contracting and client satis¬
faction .
There are several research studies needed to rec¬
tify the methodological aspects of this study.

Although

the instrument to measure client satisfaction was gener¬
ally adequate for an initial investigation, it is impor¬
tant to create a valid, reliable measure which can be
used in many areas of nursing practice.

The most recent

Patient Satisfaction Instrument (PSI), originally devel¬
oped by Risser3 to measure patient satisfaction with
nurses and nursing care in primary health care settings,
has been adapted for use with medical-surgical inpatients and outpatients.

4

Although patient satisfac¬

tion has been considered an important criterion of care,
measurement problems render it a relatively insensitive
criterion in detecting potential differences in nursing
^Nancy L. Risser, "Development of an Instrument,
to Measure Patient Satisfaction with Nurses and Nursing
Care in a Primary Care Setting," Nursing Research 34
(January-February 1975):
pp. 45-52.
4Ada Sue Hinshaw and Jan R. Atwood, "A Patient
Satisfaction Instrument:
Precision by Replication,"
Nursing Research 31 (May-June 1982):
pp. 170-191.
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care modalities.^

Of fundamental concern is the need

to conceptualize the components of satisfaction within
the context of the nurse-client relationship.
The question of voluntary participation could also
be examined in the formulations of groups.

Theoreti¬

cally, this is an important aspect of learning and suc¬
cess, but the methodology could include a way of random
sampling from large groups of nurses with both internal
and external control who learned contracting and those
who did not.
Although the size and location of agencies did not
influence the scores in this study, there is need for
expansion to include agencies of comparable size in a
larger geographic area.
Finally, the characteristics of clients, such as
age,

length of association with agency, general level

of wellness, etc., should be included in studies of
satisfaction with nursing care.

The elements of depen¬

dency on health care providers and facilities and grate¬
fulness for benefits needs to be assessed when any of
study of satisfaction is conducted.
In conclusion, the most pervasive need for nursing
as a profession is to study and understand the art and

5ventura, p. 230.
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science of caring.

This hallmark of nursing is the

foundation for tha creation of relationships and envi¬
ronments which facilitate client perceptions of well¬
being and growth.

Any and all phenomena related to the

development and maintenance of helping relationships
between nurses and clients should be a focus for future
research.

Such studies must include the client as well

as the nurse since the relationship between them is a
critical element in any assessment of the value of ser¬
vices by nurses, both individually and collectively.
The results of such studies will not only add clarity
and satisfaction to the services rendered by nurses,
but will provide insights into the nature and importance
of patient participation and motivation which may prove
to be crucial to the preservation of health.

It is

hoped that the results of this study will be of service
to those who will continue in the quest for effective
nursing care.
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demographic HAT* sheet

NAME

AGE5TCY

1. What Is your age?
1.
2.
3.
4.
5.
6.

20-29
30-39
40-49
50-59
60-69
70 or over

3. What is your educational
preparation In nursing?
(Circle as many as apply)
1.
2.
3.
4.
5.
6.

diploma
associate degree
baccalaureate
practloner program
masters
other

5. '•'hat Is your major field of
Interest in nursing?
1. adult medical
2. 'adult surgical
3. maternal-infant
4. parent-child
5. gerontology
6. psychiatric-mental health
7. other _ _

8. Would you be a volunteer for
a nursing research study
In which nurse-client contracting
is learned and used for a three
month period?
1. yes
2. no

2. How long have you been enployed
by this agency?
1.
2.
3.
4.
5.
6.
7.

under 1 year
1-3 years
3-5 years
5- 10 years
10-20 years
20-30 years
over 30 years

4. How many years have you been
employed as a registered nurse?
Full tlme=_

years

Part-tlme=

years

5- Have you used contracts within
the context of nursing practice?
1. yes
2. no
If yes, please describe your
previous use of contracts with
clients. (Briefly)
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STAFF NURSE MEETING

Introduction
Agency has consented to participate in a nursing re¬
search study to test the concept of nurse-client contract¬
ing.

The study involves nurses-clients and contracting,

that is, nurses and clients who use contracting and nurses
and clients who do not use contracting.

Background of the Study
Contracting with clients has been used by many pro¬
fessional groups, e.g., social workers, psychologists, and
since the early 1970s it has been used with greater fre¬
quency in nursing.

It is now being used in a variety of

settings, with clients with all types of illnesses and
problems related to health and nursing care.

Most recent¬

ly Brock (1980) proposed "contracted clinician" model of
nurse-patient relationships in which the agreement between
client and nurse is the basis of the relationship.

Con¬

tracting is becoming an inherent part of nursing and this
is represented in official documents, e.g., Standards of
Practice (1973) and the Code of Ethics (1976).
After working on these concepts with students in bac¬
calaureate programs,

including registered nurse students,
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.

.

. and continuing to conduct research in order to de¬

termine if contracting is at least as effective as other,
more conventional methods .
.

.

.

view.

.

. and types of relationships

from the client's point of view and nurse's point of
My need to conduct research as part of my own edu¬

cation was a deciding factor in designing this study at
this time.

Conducting the Study
In order to determine the effectiveness of nurseclient contracting, each nurse in the cooperating agencies
will be asked to complete forms for the research design.
These include a demographic questionnaire and an instru¬
ment of 29 items about the beliefs of nurses, whether they
become part of the experimental group or the control group
(those who do not volunteer to learn and use contracting).
All nurses will then be asked to maintain a record
of all clients admitted to their caseloads for a three
month period.

Clients visited for a minimum of three

times, and who meet the criteria of the study will be sub¬
jects for the study.
Nurses who are interested in participating in an
in-service program on nurse-client contracting will learn
the historical and philosophical basis for contracting,

242

and will engage in learning activities designed to reach
the objective in a teaching-learning module.

APPENDIX B
Rotter's Internal-External Locus of Control Scale
with Correlations of Each Item with the Total Score
and Copy of Rotter's Internal-External Locus of
Control Scale Used in the Study
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Rotter's Scale*
Instructions;
This is a questionnaire to find out the way
in which certain important events in our society affect
different people.
Each item consists of a pair of alter¬
natives lettered a or b_.
Please select the one statement
of each pair (and only one) which you believe to be the
case as far as you're concerned.
Be sure to select the
one you actually believe to be true rather than the one
you think you should choose or the one you would like to
be true.
This is a measure of personal belief:
obviously
there are no right or wrong answers.
Please answer the items carefully, but do not spend
too much time on any one item.
Be sure to find an answer
for every choice.
Find the number of the item on the
answer sheet and circle a or b, which you choose as the
statement more true.
In some instances you may discover that you believe
both statements or neither one.
In such cases, be sure
to select the one you more strongly believe to be the case
as far as you're concerned.
Also try to respond to each
item independently when making your choice:
do not be
influenced by your previous choice.

* From Rotter, J.B. in Robinson, J. and Shaver, P.R.,
Measures of Social Psychological Attitudes.
Ann Arbor,
Michigan:
Institute of Social Research, 1973, (pp.
232-234).
Used with the permission of Dr. Julian B. Rotter,
University of Connecticut, June 1981.
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Internal vs External Control
(Correlation are those of each item with total score
excluding that item.)

1.

2.

3.

4.

5.

6.

7.

a. Children get into trouble because their
parents punish them too much,
b. The trouble with most children nowadays is
that their parents are too easy with them.

Filler

a. Many of the unhappy things in people's
lives are partly due to bad luck,
b. People's misfortunes result from the
mistakes they make

.26

a. One of the major reasons why we have wars
is because people don't take enough
interest in politics.
b_. There will always be wars, no matter how
hard people try to prevent them.

.18

a.

In the long run people get the respect
they deserve in this world.
Id. Unfortunately, an individual's worth often
passes unrecognized no matter how hard
he tries.

.29

a. The idea that teachers are unfair to
students is nonsense.
b. Most students don't realize the extent to
which they grades are influenced by
accidental happenings.

.18

a. Without the right breaks one cannot be
an effective leader.
b. Capable people who fail to become leaders
have not taken advantage of opportunities.

.32

a. No matter how hard you try some people
just don't like you.
b. People who can't get others to like them
don't understand how to get along with
others.

*2-5
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8.

9.

10.

11.

12.

13.

14.

13.

16.

a. Heredity plays the major role in deter¬
mining one's personality,
b. It is one's experiences in life which de¬
termine what one is like.
I have often found that what is going to
happen will happen.
b. Trusting to fate has never turned out as
well for me as making a decision to take
a definite course of action.

Filler

a.

.16

a.

In the case of the well prepared student
there is rarely if ever such a thing as
an unfair test.
b. Many times exam questions tend to be so
unrelated to course work that studying is
really useless.

.24

a. Becoming a success
luck has little or
b_. Getting a good job
in the right place

.30

is a matter of hard work
nothing to do with it.
depends mainly on being
at the right time.

a.

The average citizen can have an influence
in government decisions.
b_. This world is run by the few people in
power, and there is not much the little
guy can do about it.

.27

a. When I make plans, I am almost certain
that I can make them work.
b_. It is not always wise to plan too far
ahead because many things turn out to
be a matter of good or bad fortune anyhow.

.27

a.

There are certain people who are just
no good.
b. There is some good in everybody.
a.

In my case
or nothing
b. Many times
what to do

getting what I want has little
to do with luck,
we might just as well decide
by flipping a coin.

a. Who gets to be the boss often depends on
“ who was lucky enough to be in the right
place first.

Filler

.29
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16.

b.

17.

a.

18.

Getting people to do the right thing depends
on ability, luck has little or nothinq to
do with it.
.31

As far as world affairs are concerned, most
of us are the victims of forces we can
neither understand nor control,
b. By taking an active part in political and
social affairs the people can control
world events.

.36

a. Most people don't realize the extent to
which their lives are controlled by
accidental happenings,
b. There really is no such thing as "luck."

.31

19.

a. One should always be willing to admit
mistakes.
b. It is usually best to cover one's mistakes. Filler

20.

a.

21.

22.

23.

24.

It is hard to know whether or not a person
really likes you.
b. How many friends you have depends on how
nice a person you are.

.27

a.

In the long run the bad things that happen
to us are balanced by the good ones,
b. Most misfortunes are the result of lack
of ability, ignorance, laziness, or all
three.

.13

a. With enough effort we can wipe out poli¬
tical corruption.
b. It is difficult for people to have much
control over the things politicians do
in office.

.23

a. Sometimes I can't understand how teachers
arrive at the grades they give,
b. There is a direct connection between how
hard I study and the grades I get.

.26

a. A good leader expects people to decide for
themselves what they should do.
b. A good leader makes it clear to everybody
what their jobs are.

Filler
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25.

a. Many times I feel that I have little influ¬
ence over the things that happen to me.
b. It is impossible for me to believe that
chance or luck plays an important role
in my life.
.43

26.

a. People are lonely because they don't try
to be friendly.
Id. There's not much use in trying too hard
to please people, if they like you, they
like you.

.20

a. There is too much emphasis on athletics
in high school.
b. Team sports are an excellent way to
build character.

Filler

a. What happens to me is my own doing.
]d. Sometimes I feel that I don't have enough
control over the direction my life is
taking.

.24

a. Most of the time I don't understand why
politicians behave the way they do.
b. In the long run the people are responsible
for bad government on a national as well
as on a local level.

.11

27.

28.

29.

Note:
Score is the total number of underlined choices
(i . e. , external items endorsed).
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ANSWER SHEET
1.

a.
b.

16.

a.
b.

2.

a.
b.

17.

a.
b.

3.

a.
b.

18.

a.
b.

4.

a.
b.

19.

a.
b.

5.

a.
b.

20.

a.
b.

6.

a.
b.

21.

a.
b.

7.

a.
b.

22.

a.
b.

8.

a.
b.

23.

a.
b.

9.

a.
b.

24.

a.
b.

10. a.
b.

25.

a.
b.

11. a.
b.

26.

a.
b.

12. a.
b.

27.

a.
b.

13. a.
b.

28.

a.
b.

14. a.
b.

29.

a.
b.

15. a.
b.
ID#

APPENDIX C
Client Satisfaction Questionnaire
and Letter to Clients
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CLIENT SATISFACTION QUESTIONNAIRE

Prepared by:

Ann Sheridan, R.N., B.S., M.S.
Assistant Professor of Nursing
University of Massachusetts/Amherst

With the help and cooperation of patients, nurses,
and directors of Visiting Nurse Agencies in Western
Massachusetts.

©

Copyright 1981 by Ann Sheridan
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CLIENT SATISFACTION QUESTIONNAIRE
Please begin by reading each of the following statements and then indicate how
much you agree or disagree by making a circle around the answer which reflects
your opinion.
There are no "right" or "wrong" answers, only those which represent
your true feelings about each item.
There are five possible answers:
SD=Strongly
Disagree

D=Disagree

U=Undecided

A=Agree

SA=Strongly
Agree

For example:
I felt comfortable talking to the nurse.

SD
(d)
U
A
SA
(The circle around "D" means
disagreement with the statement.)

The nurse listened carefully when 1 talked
to her.

SD

D

U

A

SA

2. The nurse encouraged me to explain my health
needs/concerns from my point of view.

SD

D

U

A

SA

3. The nurse shared what she thought to be the
most important concerns/problems related to
my health and care.

SD

D

U

A

SA

A. The nurse and 1 worked together in deciding
on the plans for my health care.

SD

D

U

A

SA

SD

D

U

A

SA

6. The nurse explained the responsibilities
that she would take for my health care.

SD

D

U

A

SA

7. The nurse was in charge of my health and 1
did what she said was best for me.

SD

D

U

A

SA

8. The nurse helped me to see the responsibil¬
ities that 1 could take for my health care.

SD

D

U

A

SA

U

A

SA

U

A

SA

5.

1 was not sure what the plans were for my
care.

9. The nurse believed that it was important
for us to work together.

10. The nurse and 1 reviewed my progress at
regular intervals.

SD

D

continue on page 2
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Page 2
U=Undecided

■
<

D=Disagree

CO

SD=Strongly
Disagree

A=Agree

'Strong ly
Agree

11.

Changes were made when these were necessary.

SD

D

u

A

SA

12.

All in all, 1 was satisfied with the way that
the nurse provided service to me.

SD

D

u

A

SA

13-

The nurse knew what to do for me.

SD

D

u

A

SA

14.

The nurse answered questions to my
satisfaction.

SD

D

u

A

SA

The nurse knew how to do what needed to be
done for me.

SD

D

u

A

SA

16.

The nurse cared about me as a person.

SD

D

u

A

SA

17.

The nurse could not "put herself in my shoes"
in understanding my feelings/concerns.

SD

D

u

A

SA

SD

D

u

A

SA

SD

D

u

A

SA

SD

D

u

A

SA

15.

18.

The nurse visited at times that were
convenient

19-

for me.

The nurse did not plan enough time for the
visits.

20.

The nurse told me how she could be reached
between visits

if necessary.

21.

The nurse was "business-like".

SD

D

u

A

SA

22.

The nurse was a friendly person.

SD

D

u

A

SA

23.

The nurse met my expectations.

SD

D

u

A

SA

24.

All

SD

D

u

A

SA

SD

D

U

A

SA

in all,

1 was satisfied with the nurse

who provided nursing services to me.

25-

I

learned as much as

about my health care.

I wanted

to learn

continue on page 3
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page 3
SD=5trongly
0 i sagree

26.

D=Disagree

U=Undecided

28.

29.

30.

I do not understand any more about the role
I

did

before.

SD

0

U

A

SA

1 did not learn very much about how to stay
as healthy as possible (proper diet, rest,
exercise, etc.).

SD

D

U

A

SA

The relationship that 1
was like a partnership.

SD

D

U

A

SA

SD

D

U

A

SA

SD

D

U

A

SA

SD

D

U

A

SA

SD

D

U

A

SA

SD

D

U

A

SA

SD

0

U

A

SA

SD

D

U

A

SA

had with the nurse

1 feel that 1 participated as much as
wanted to in my health care.

1

feel

that

1

was

involved

1

in decisions

about my health care.

31.

1

feel

that my most

have been

32.

1

feel

that

33.

important health needs

identified.

that

1

could not discuss some things

really bothered me about my health.

1 believe that most of my health concerns
and/or problems have been (or are being)
taken care of.

3A.

1

believe that

as wel1

36. All

as

in all.

1

1

have made progress

in being

can be.

1

was satisfied with the results

of the visits by the nurse.

Next,
36.

SA“Strongly
Agree

and responsibilities of nurses than

27.

A-Agree

please answer the following questions briefly.

Approximately how many visits has
last

three months?

the nurse made to your home during the

_

continue on page A
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37-

What were the main reasons for the home visits by the nurse?
specific.)

38.

What satisfied you most about

39-

(Please be

the nurse and/or nursing care?

If you could change anything about your nurse and the nursing care provided,
what would you change?

kO.

If you have any additional
you received,

Finally,
around

please

would you answer

comments or suggestions about

the questions

the response that best applies

Example:

the nursing services

include these here.

in

the last section by putting a circle

to you.

How many different medications do you
take each day?
1.

More than

2.

5-9

10
(The circle around 3 means that the person
answering takes between two and four medicines

5.

None

each day.)

continue on page 5
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page 5
1*1.

What

is your age?

42. What

1.

Under 21

1.

Fema1e

2.

21

2.

Male

3l*.
5.
6.

36 51 66 Over

l*1 2 3*.

- 35

43. What is the last
level of school
completed?

50
65
80
80

1 . Grade school
2. High school
3. College
4. Other

How long have you

lived

45.

in this community?
1.

Less than

2.
3.

From 2-5 years
From 6-10 years

1

year

4.

More than

What kind of health
insurance do you have?

3.

1 .

At

2.

month
6-10 times a year

3.

2-5 times a year

Private

1.
(e.g.

48.

1 east once a

Other _

How would you describe
your health?
1.

Excellent

2.

Good

3.
4.

Fair
Poor

Less than 2 months

ago
2. 2-6 months ago
3. 6-12 months ago
4. More than 1 year
ago

Blue

Cross, Aetna, etc.)
4. Milltary

10 years

How often do you visit
your doctor?

46. When were you last
hospitalized?

1. Medicare
2. Medicaid

5.

47.

is your sex?

49. How much help do you
need to manage daily
self care?
1. A great dea1
2. A moderate amount
3. A minimal amount
4. None at all

h. At least once a
year

50.

How much help do you
usually receive?

51.

Did you and your nurse
have a written agreement
about

1.

A great deal
amount

h. None at al1

1. Helpful
2. Not helpful
3. Undecided

health care?

53. If no, do you think
that a written plan

1.

Yes

2. No
3. Unsure

54. The cost for this si
was:

of care would be
helpful
1.
2.
3.

56.

for you?

Yes
No
Unsure

this:

the plans for your

2. A moderate amount
3. A minimal

52. If yes, did you find

ice 55. Would you recommend
the services of a
visiting nurse to

1.
2.

Too much
Just about right

others?

3.

Too little

1. Yes
2. No
3. Uncertain

Person answering:
1.

Patient

2.

Family member

3.

Other

(specify)

Please read the last page.
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Now that the questionnaire has been completed, kindly place
stamped envelope and send

it to me as soon as you can.

much for your help.
Sincerely,

Ann Sheridan

AS:mmr

it

in the

Thank you very
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0/003
SCHOOL OF NURSING

October 30, 1981

Dear Client/Family of the Visiting Nurse Service:
As a faculty member in the Nursing program at the University, and
director of a research project for the School of Education, I have been
working with the nurses and directors of the Visiting Nurse Agencies in
the cities and towns of Western Massachusetts to find ways to maintain
nursing services of the highest quality.
In order to do this, it is important
to understand the level of satisfaction of people like yourself, who are now
receiving nursing services at home.
Since you, or someone in your home, is
familiar with these services, you are an ideal person to provide information
and suggestions.
Probably your nurse mentioned that you may be one of a small
number of people selected to receive the enclosed questionnaire.
Would you please help by completing this form, so that the results will
be accurate, beneficial, and representative of how people feel about home
nursing services? You will notice that there is no place for your name any¬
where on the questionnaire, so that you may be assured of complete confident¬
iality.
There is a code number on each one for mailing purposes but your name
will not be used in any way.
If you have any questions, you may call me, your
nurse, or the director of the Visiting Nurse Service in your area.
It will take about twenty minutes to answer the questions, and when you
are finished, please place the form in the addressed envelope provided and
return it within the next ten days.
If you would like a summary of the results,
there is a post card enclosed for your convenience. Just write your name and
address on the card and send it to me after you have sent the questionnaire.
Thank you for taking the time to share your opinions and ideas. These
will indeed help nurses to provide the best possible services to people in
Western Massachusetts.
Very sincerely.

idan , R.N.
Assistant Professor of Nursing
Project Director
AS:mmr
enc.

Telephone:

5^5-0405

APPENDIX D
Letter to the Directors of Each Agency Requesting
Participation in the Study
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June 2, 1981

Mrs. Constance Petruenenko, Director
Visiting Nurse & Health Services in
Franklin County Inc.
50 Miles Street
Greenfield, Massachusetts
01301
Dear Mrs. Petruenenko,
As a doctoral student at the University of Massachusetts/Amherst,
I have recently designed a research study entitled, "Nurse-Patient Con¬
tracting as a Means to Client Satisfaction".
In order to conduct this
study, I am requesting the participation of all agencies providing home
care in Western Massachusetts.
Participation in the study involves:
1) permission of the director of the agency, 2) completion of a 29 item
instrument of beliefs by all nurses in the agency who provide home care
for clients, 3) an opportunity for the researcher to conduct an inservice program on "Nurse-Client Contracting" for all nurses who are
willing to learn and use this method for new clients in their case load
for a three month period, 4) completion of a mailed questionnaire by
clients of nurses who use contracts and an equal number of clients
whose nurses do not use contracts, and 5) an interview with a total of
five nurses and five clients, randomly selected from all the subjects
in the study.
I do not plan to use patient records, but would request
that each nurse maintain a list of clients admitted to her/his case¬
load.
The list should include the name, address, age, telephone number,
medical diagnoses, number of visits over a three month period, and
major reasons for the visits.
At the conclusion of the study, I will share the findings in
writing or by a presentation to the participants. Thank you for con¬
sidering this request.
I will look forward to your response so that I
can begin the study as soon as possible.

Sincerely,

Ann Sheridan
Assistant Professor of Nursing
University of Massachusetts/Amherst
Division of Nursing

APPENDIX E
Form for Nurses to Record Data About Clients
Admitted to Their Caseload Over a Three-Month Period
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APPENDIX F
Follow-Up Letters to All Nurses in the Study

263

264

SCHOOL OF NURSING

Now that the first phase of the project on Nurse-Patient
Contracting Is drawing to a close, I want to express my sincere
appreciation to you for your willingness to be a participant In
the study group.
Is you surely know, It would have been Impossible
to conduct this study without your help.
I am particularly grateful
for the time that you spent In learning about contracting, for
creating situations in which to use this approach with your clients,
for sharing contracts, and for keeping the record of clients and
reasons why you chose not to use contracting.
As I mentioned earlier, I am very Interested In your res¬
ponses to this process and the likelihood that you would continue
to use contracting in your practice.
Although I know how busy
you are. It Is really Important to the study to have some addi¬
tional Information.
Will you complete the enclosed questionnaire
and leave this and the other materials with the secretary by
Friday, October 16th.
(Please see the enclosed memo for the
materials needed for the study).
There are so few ways In which I can adequately thank
you for your time, effort and Interest during the past few months,
but I have enclosed am acknowledgement which validates your
excellent contribution to nursing research.
I hope that It will
be helpful for your resume.
Again, my appreciation for your valuable assistance
with this project.
I will look forward to seeing you when the
study ha8 been completed.
If all goes well, this should occur
sometime next Fall.
With every good wish for continued success In your
professional endeavors.

Sincerely,

Ann Sheridan
Assistant Professor, Nursing
Project Director

Research #
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UNIVERSITY OF MASSACHUSETTS

AMHERST
MEMORANDUM

from

Ann Sheridan,

date

Contracting Project

October

1,

1981

birector
rn

A11

subject

Nurses
Mate_r i a is .for the...Project

Thank you all
the past
draws

to a close,

In preparation
of October
as

in the study of nurse-patient contractinq during
As this phase of the project
to each of you.
to prepare for the next phase of sending client questionnaires
I will pick up the materials for the study during the week

for participating

few months.
I

I

am indebted

need

for this,

15th.

Please give all

to the secretary by Friday, October 'Slh

materials

foilows:
Study Group
1. Completed Records of Patient Admissions with:
a.

number of visits to date

b.

reason(s) why decision made not to try contracting.

c.

check

(«r)

next

(dates not necessary).

to name of each client with whom you had a written

contract.
d.

line through names of clients who do not want to receive a
questionnaire and

e.

research number

2. Copies of

three

(3)

in

those who are unable to do so.
top

right hand corner.

contracts

(and more if possible).

3. Completed Nurse Satisfaction Questionnaire

B.

Control
1.

Group

Completed Records of Patient Admissions with:
a.
b.

number of visits
line

to oate

through names of clients who do not want

questionnaire or who are
c.

AS/mf
9-25-81

(dates not necessary;.

research number

in

top

unable to do so.

right hand corner.

to receive a
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l/n/'vexUtif' 6^y^taMacrfuAettS

o/ooj
SCHOOL OF NURSING

October 2, 1981

In the middle of October, the first phase of the study that
I have been conduoting on Nurse-Patient Contracting will be drawing
to a close and I would like to take this opportunity to express my
sincere appreciation to you for attending the informational session,
and for being a member of the control group.
Thank you for keeping
a record of the clients admitted to your caseload, and for explaining
to clients that they may be asked to complete a questionnaire.
I
plan to collect the records sometime during the week of October 19th,
so please leave the completed forms with the secretary by Friday,
October 16th.
The enclosed memo refers to the information that I
will need for the study.
Again, I am grateful for your willingness to participate in
the study.
It would not have been possible without your help and
cooperation.
There are so few ways to adequately thank you, but I
hope that the enclosed acknowledgment will be helpful for your resume.
Sometime next Fall, I plan to report the results of the Btudy
at a meeting of all the nurses in the agencies Involved in this pro¬
ject.
I hope that you will be able to attend.
Meanwhile, I wish you
continued success.

Sincerely

-Ann Sheridan
Assistant Professor,
Project Director

Research

4

267

UNIVERSITY OF MASSACHUSETTS
AMHERST

MEMORANDUM
FROM.... Ann...Sheri

dan,

Con t ract i ng Project

oate

October

1,

I98I

DIrector
-tq

All

Subject

Nurses
Materials

f0r the Project

Thank you all
the past
draws

to a close,

In preparation
of October
as

for participating

few months.
I

I

am

in the study of nurse-patient contracting during
to each of you.

As

this phase of the project

need to prepare for the next phase of sending client questionnaires.

for this,

13th.

indebted

I

will

pick up the materials

Please give all

for the study during the week

materials to the secretary by Friday. October 161h

follows:
A.

Study Group
1.

Completed Records of Patient Admissions with:
a.

number of visits

to date

(dates not necessary).

b.

reason(s) why decision made not to try contracting.

c.

check

(*r)

next

to name of each client with whom ycu had a written

contract.
d.

line

through names of clients who do not want to receive a

questionnaire and
e.

/

B.

research number

top

Copies of three

3.

Completed Nurse Satisfaction Questionnaire

I.

contracts

(and more if possible).

Group

Completed Records of Patient Admissions with:
a.

number of visits to date

b.

line

(dates not necessary).

through names of clients who do not want

questionnaire cr who are unable
c.

AS/mf
9-25-81

to do so.

right hand corner.

2.

Control

(3)

in

those who are unable

research number

in

top

to Jo sc.

right hand corner.

to receive a

APPENDIX G
Letter of Acknowledgement of Contribution to
Nursing Research for Nurses in the
Experimental and Control Groups in the Study
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SCHOOL OF NURSING

,

October 1

1981

ACKNOWLEDGEMENT OP CONTRIBUTION TO NURSING RESEARCH

In the Summer of 1981,
volunteered to learn and use "Nurse-Patient Contracting" for
a nursing research study conducted In the Visiting Nurse
Agencies in Western Massachusetts.
As a member of the study
group, she spent several hours In the learning process, both
In group discussions and reading about the history and present
use of contracting In nursing practice. After learning both
the context and content of this process, she used this approach
with some of the clients who were newly admitted to her case¬
load.
In addition, she reported the results of her experiences
by sharing the contracts, by explaining why contracts were not
used with clients, and by completing a questionnaire of satis¬
faction with contracting as a means of Involving clients dellberatlvely In health care.
Since this approach Is relatively
new in nursing practice, these contributions are highly sig¬
nificant In the evaluation of the role of the nurse as a
contracted clinician.
I believe that this participation demonstrates in¬
terest in continued learning, committment to helping clients
to be Involved in identifying and meeting health care goals,
and the Initiative that is needed in nursing to discover the
most effective and efficient means of providing service to
patients.
It was a pleasure to work with
throughout the project.
She Is Indeed a valuable member of
the nursing profession.
x—'

'Ann Sheridan
Assistant Professor of Nursing
Project Director
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SCHOOL OF NURSING

October

1,

1981

ACKNOWLEDGEMENT OP CONTRIBUTION TO NURSING RESEARCH

In the Summer of 1981,
volunteered to be a member of a control group of nurses
for a research study conducted in Visiting Nurse Agencies
In Western Massachusetts.

In this role, whe kept a record

of clients admitted to her caseload, and assessed the
willingness and ability of clients to complete a question¬
naire.

These contributions were very important to the study,

and she is to be commended for her participation In nursing
research.

Ann Sheridan
Assistant Professor, Nursing
Project Director

APPENDIX H
List of All
Study
Number of
and Number

Agencies, Clients and Nurses in the
with Nurses Locus of Control,
Questionnaires Sent and Received,
of Contract Questionnaires Received
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LIST OF ALL AGENCIES, CLIENTS AND NURSES IN THE STUDY

No.

Experimental
Nurse_
_Client_
Locus of Control_Sent
Ret'd
Contract
Internal
External_Yes
No

1*

x

4

5

x
x

6

7
14
17

x
x
x

AGENCY 2,
3

1

AGENCY 7
21
16
10
19
7
10

6
7
4
8
4
4

1
0

1
0
0
1
0

AGENCY 3
23

2

20
30
31
32
33

AGENCY
3
3
3
3
3

80
81

70

X
X

x
X
X

x
x
X

2

0

6

1

1

2

2

2

2

3
3

3
3

AGENCY 9
9
1

3
1

1

AGENCY 10
13

8

2
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1
2
1
2
2
1
2

X

AGENCY 12
3

1

1

77

X

AGENCY 14
3

4

1

36

X

AGENCY 15
5

2

X

38

X
X
X
X

X
X
X

* Actual research number of nurses

o o o o

AGENCY 11
2
6
4
3
3
3
3

117
120
124
123
126
131
134

1
1
0

0
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LIST OF ALL AGENCIES, CLIENTS AND NURSES IN THE STUDY
Control
No.

_Nurse_
Locus of Control
Internal
External

Sent
AGENCY 2

2

5

x
AGENCY 7

8

9
10
11
12
13
13
16
18
19

x
x

4
11
3

X

11
6
11

x
x
X

9
5

x
x

5
8

X
X

AGENCY 5
24
23
26
27
28
29

10
6
12
10

X
X

22

X

x
x
x
x

7
3
8

AGENCY 11
122
127

5

x
x

9
AGENCY 12
3

X

39

AGENCY 14
115

2

x
AGENCY 15

35

6

X

AGENCY 1
72

x

7

Client_
Ret'd

APPENDIX I
Guidelines for Session One:
"Contracting in the Context of Helping Relationships"
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Session One
Contracting

in Context of Helping Relationship

Int roduction
Purpose of Nursing:
Identify and meet

the needs of clients.

within the context of a helping

Nursing fulfills

relationship - which is purposeful

action between the nurse and client based on mutual
important for clients
decision-makers

Contracting

to become

participation.

inter¬
It is

involved because they are the ultimate

for their own health care.

in Nursing:

Not a new concept

in the helping profession

- The authority for nursing
the

its purpose

laity

(ANA:

Social

is derived from a social

Policy Statement,

contract with

1980)

- Nurses and clients have always had a contract, both collectively
and individually - contracts have usually been

implied

- also have a plan of care with/for clients - most often plan

is

not shared explicitly
:goals and actions - and expectations between nurse and client
are unclear

Definitions of Contracting:
1.

(Sloan and Schummer,

1975)

renegotiable between nurse,

"any working agreement continuously
patient

(client)

and

family...

(that may be) formal or informal, written or verbal, simple or
detailed, signed or unsigned by patient (client) and nurse"
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2.

(study definition)

"a written working agreement continuously

renegotiable between a nurse and client in which the goals
care and the responsibilities of the nurse and client are
explicit....it is a symbol
and the nurse."
Contracting

is an

interpersonal

of the relationship between the client

process

through which the nurse and client

mutually participate through every phase of nursing process fying goals

for

for health and the activities

in identi¬

required of each to meet these

goals.
The contract provides

the basis of the

a philosophy of collaboration and beliefs
and trust

relationship and is based on

in the

integrity, competence,

in clients.

Types of Contracting:
- Contingency or behavioral
behaviors and

- focus

is on

the alteration of specific

frequently used when clients are non-comp 1iant or

potentially so.
- Contracting as a basis/context for a helping
nurse

is

goals

for health.

Outline of

1.

relationship - the

the facilitator in helping clients to identify and achieve

types of relationships:

1.

Authoritarian - submissive

2.

Guidance - cooperation

3.

Mutual

participation, collaboration

Authoritarian - submissive leads another.

in which one commands or

The helper performs activities

and does not expect any
passive

relationship

relationship,

response by the

something

like

to and for the client

recipient.

It

is an active-

that of a parent-infant.

In

commanding, assume that there

is

little or no judgment entailed
2.

little knowledge,

in

responding

few skills, and

to the command.

Guidance - Cooperation Relationship - The nurse tells

the client what

to do and expects compliance with directions and advice.
is

the "expert" and

this

relationship.

the client

is naive about health care matters

The client trusts and

about or question the therapeutic
Detente
tasks and

letting the nurse know.

In

is not encouraged to learn

regime.

is a similar relationship,

responsibilities and

The nurse

in which the nurse carries out

the client accepts or rejects without

Nurse and client each self-oriented, but

little communication of expectations.

Relationship is cordial, but

not developed.
3.

Mutual

Participation - Collaborative - Relationships are derived by

mutual

participation

the other
problems.
There

is valued and shared

the knowledge,
in the

The wisdom of each person

is mutual

In this

in which

safeguarding of the

type of

relationship,

achievement of optimal
nized by both parties.
recognition that each

is used throughout the relationsh
legitimate

There

Collaborative
is

identification and solution of

the nurse

health.

skills, and powers of

interests of each party

is a catalyst

in the client’s

is commonality of goals

recog¬

relationships are based on the

richer and more

truly

real

because of the

strength and uniqueness of the other.

Philosophical

Helping

Basis

theory

for contracting.

It

for Contracting:

in which one helps another to help self is

the basis

is a way of helping another to discover self and
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strengths

in a concrete way, while also understanding how the helping

process works.

It

involves sharing

relevant knowledge, skills, attitudes.,

and sometimes ego strength.

There

self and others as

trusting, competent, etc.

reliable,

is an

implication of the acceptance of
There

intended the authentic presence that Buber described in the
relationship of existentialism.
tates

reciprocal

is also

l-Thou

Helping another to make decisions

decision making.

Rogers,

facili¬

Combs, and others emphasized

the need for members of the helping professions to focus on the other.

Brief Historical

1.

Basis

for Contracting:

Peplau and H.S.

Sullivan - early 50's emphasis on

interpersonal

process
2.

Rogers and phenomenologists,

Combs et.

at. emphasis on client

involvement and perceptions of client
3.

Consumer movement of the 60's,

culminating

4.

Deliberative problem solving processes

5.

Influence of behavioral

in patient rights

in nursing

therapy and operant conditioning -

in

contingency contracting

6.

Contracting

in nursing -

Woodcock and Davis

(1971)

Blair, K. (1971)
Sloan and Schummer
Sfatn and StecKel
Hyland
Smith

(1975)
(1976)

(1978)
(1980)

Advantages of Contracting:

Cl ient
- Client has control

and opportunity

about body and spirit -

to involve self and own wisdom

individuality
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- Client knows more about what to expect of self and of the nurse may even understand more about
than traditional

role of nurse

and stereotypical

(e.g.,

actions—e.g.,

roles other

learn the thera¬

peutic effect of "laying on of hands," direct care services,
teaching,

counseling,

advocacy,

health professionals,

referral, consultation with other

health supervision, anticipatory guidance,

etc.
- Open environment for discussion,
needs not evident
- Commitment of both

in

initial

negotiation, and expression of

phase or purpose of visits.

to goals

- Written goals make priorities clear and these are available for
reference
- Focus on client with nurse as a catalyst
-

Explicit opportunity

to share needs and problems from own point of

view

Nurse
- Enhancement of communication process
- Makes nursing process
-

Introduces

truly client-centered

realistic goals/activities within limits of time, etc.

- Role becomes clearer to clients
- Documentation of successes
- Evaluation easier when outcomes are stated and mutually agreed on
- Reduces

frustration and fear of failure

APPENDIX 3
Module for Teaching and
Learning Nurse-Client Contracting
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A TEACHING-LEARNING MODULE FOR NURSE-CLIENT CONTRACTING

Introduction
Nursing as a helping profession recognizes the value of nurse-client
collaboration in identifying and sharing health care goals. The
nature of the helping process implies clarity of communication and
mutual involvement in a relationship which is designed to assist the
client to meet these goals and to achieve growth in the process. Since
1973, f
Standards of Nursing Practice prepared by the American Nurses
Associ<
■n have included statements about client participation in
health p. emotion, maintenance and restoration.
During the past few
years nurses in many areas of nursing practice have begun to use
explicit contracts as a method of collaborating with clients to
identify and meet goals for health care.

Purpose

*

The purpose of this module is to provide a framework for learning a
participative model of nursing practice which incorporates nurseclient contracting as a methodology.

Objectives
After completion of the learning activities you should be able to:
1.
2.
3.
4.
5.

Define the terms contract and contracting.
Describe how contracts are currently being used in nursing
practice.
Understand how contracts are used within the context of
nursing process.
Use contracting as a methodology for nurse-client collabor¬
ation v/ith individuals and/or- families.
Evaluate the use of nurse-client contracts in professional
nursing practice.

Learnino Activities
The following learning activities are recor.-mer.ded:
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Attend two, one hour discussions about the nature and use of
nurse-client contracts as a methodology in nursing practice.
Read the following:
*

Blair, Karyl. "It's tha Patients' Problem and Oecision "
Nursing Outlook, Vol. 19, No. 9, September 1971. ’
Herje, Patricia A. "How and Whys of Patient Contracting,"
Nurse Educator. January-February I960.
Sedgwick, Rae. Family Mental Health: Theory and Practice.
Chapter 12 "Contractual Agreement Between Client and
Clinician," St. Louts: C.V. Mosby, 1931.
Sloan, Margaret and Earfcara Schommer. "The Process of Con¬
tracting in Community Nursing," in Spradley, 3arbara.
Community Nursing. Boston: Little Brown and Company.
1980.
Zangari, Mary-Eve and Patricia Diffy. "Contracting with
Patients in Day-to-Day Practice," American Journal of
Nursing, March 1920.
Use contracting as a methodology with individual clients or
with families. After the initial assessment'process is com¬
pleted, encage clients in the process of contracting. Explain
that
(a)
(b)
(c)

contracting is a way of working together to plan and meet
goals related to health,
the contract is a method of providing a common frame of
reference for sharing in care and accomplishing health
care goals,
a written agreement will be helpful in maintaining focus
on the goals and activities which have been mutually
identified as important within a particular time period.

Prepare the contract using the following format as a guide.
Oates

Names and Addresses of Nurse and Client

Introductory Statement
This is a brief narrative statement which includes: the per¬
sons involved in the contract; the conditions of the contract
e.o., duration, renegotiation, termination; and tha frequency
of x'isits.
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Goals
List of goals which are expected to be achieved during the
perioo of the contract. Eoth nurse and client contribute to
goal-setting. These are written at any level of specificity.
Activities and/or Responsibilities of the Nurse and Client
In achieving the goals, general or specific activities by the
nurse and by the client are stated.
Signatures
*

%

Nurse and client(s) signatures are written at the end of the
contract. 3ecause it is not a legal document, a statement to
that effect may be included.
Arrange a consultation meeting with faculty to discuss con¬
tracting with a particular client(s).
Use the contract at each visit and revise the contract as
needed.
Evaluate the use of this methodology for your own practice by
comparing the results to other methods you have used. The
clients' evaluation will also be helpful in this process.

APPENDIX K
Guidelines for Session Two:
"Nurse-Client Contracting"
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Session Two
Nurse-Client Contracts

Characteristics of Clients Which Facilitates the Use of Contracting:

1.

Read and write English

2.

Can comprehend the nature and purpose of such a contract

3.

Is capable of defining mutual goals and responsibilities

4.

Has the coping skills and resources to comply with the terms
of the agreement

Characteristics of Nurses Which Facilitates the Use of Contracting:

1.

Commitment of a relationship in which there is a partnership

2.

Belief in the wisdom and competence of clients and their
ability to participate in health care

3.

Expectation that nursing care is best achieved when goals and
activities are realistic and mutually defined

l».

Belief in own ability to try alternative methods of nursing

Characteristics of Nurse-Client Contract:

Examples and Discussion of Contracts:

(as in module)

(Review and discussion of five
contracts) (

Adapting Client Visits {Nursing Process), Using "Guide for Nurse-Patient
Contracting-'

See Appendix P
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Conclusion:

Set dates of study

Try with each patient who meets the criteria:
-Professional judgement of ability to engage in a collaborative
relationship
-Read and write English as a primary language
-Able to comprehend the nature and purpose of contracting and a
contract
-Capable of defining mutual goals and responsibilities
-Has the coping skills and resources to comply with the terms of
the contract

Record on back of form...if no contract...briefly explain reason why
no contract was written, e.g., self (not feeling comfortable with
approach), client (didn't meet criteria, or preferred not to have
a written contract, ? reason) or both nurse and client mutually
agreed not to have a written contract

Emphasize intent to use with each person who meets criteria.
Describe what happened

Tell clients about questionnaire and indicate if they would prefer
not to have a questionnaire sent

Questions

Plan to return

Phone number if any questions

Inform director of study dates

APPENDIX L
Examples of Nurse-Client Contracts
Used as Examples for the Study
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A Formal '.'rltten Eurse-Patlent Contract.

Kurse-Patlent Contract

"!*--r-. , --cand i!a*,-_iZ. ^ve agreed on the follow In 3
plan of care wnlch has been designed In response to current health conc°rrs anJ
problems related to her child
The plan will be used'for th
nex- s^vonl (or spsclf 1c
c- we3k3 {—cnVr.s) t and changed as Tiec3scary•
Termination will be planned when the goals are reached, or a new agre-nent Is
made.
♦Problem: Diaper Pash
Soal: To promote whin healing and prevent further diaper rashes.
"urse Pesponslblllty
Ms_Heaoonslblllty
Teach the treatment and prevention
of diaper rash

Discuss
"toilet
proceed
Suggest
Srlng a

readiness for learning
regime" and ways to

'•’ash and dry diaper area thoroughly
between diaper changes
Change diapers more often until ras
Is cleared
Expose buttocks to air for SOmlnute
to 1/2 hour ?-3Vday
Observe for signs of readiness to
learn toilet routines
Head pamphlets

reading materials on topic
pamphlet for review

Problem: Lack of Interest In eating
Goal: To maintain caloric needs for growth
Discuss development of eating patterns
In toddlers and In family

Keep a record of food Intake for 2
or 3 days
Decrease milk In diet gradually by :
to 3 ounces a day while modelling
eating nutritious snacks eg. carrot
sticks"
Discuss feelings about child's re¬
fusals to eat what Is offered.

Problem: Concern about child's development especially speech
Goal: To promote development and socialization.
Encourage speech by listening, taH
Assess development further
and positive responses to verbal
Discuss mocmai growth and development
behaviors, eg babbling
Describe differences among children
Play games with hln •••hen possible
of same age
Plan opportunities to be with other
children
Problem; Health maintenance
Goal: To maintain health and safety
Discuss Immunizations and schedule
Teach about safety and hazards for
toddlers
Suggest pamphlets on safety and
first aid
Mote:
This Is not a legal contract
Signatures :

Keep appointments at clinic
Assess house and yard for hazards
to safety
Obtain a t oz. size bottle of Ipeca
and first aid supplies to have "on
hand".
"’rite needed phone ?'s in eccesslbl
place
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An Informal '’ritten Contract
Nurse-Patient Contract
Goals:
1. To alleviate wymptoma of ltchlness, dizziness and redness of lower guns.
2. To learn more about hypertension and treatment
3. To understand why ankles are "swollen" and ways to treat this.
To maintain apartment living
Responslblllties:
Nurse

Patient

Teach ways of treating ltchlness
Inspect skin at each visit
Assess fluid intake
Prepare a bulletin board to
remember Instructions

Apply lubriderm at least 3X/day
Drink two glasses of liquid In
addition to usual Intake
Avoid overexposure to sun by wearir
long-sleeved shirts
Report any skin abrasions or areas
of Irritation

Exafaine guns during each visit
Teach care and treatment of
"sore areas"

Rinse mouth after meals
Remove lower dentures temporarily
when not eating and at night
Call dentist to check dentures and
rellne if necessary
Avoid putting cotton inside dentur<

Explain cause of dizziness
Instruct In proper use of cane when
up and about

*'alk slowly and wifli a companion
when possible
Sit on edge of bed and pause befor
standing when arising from lying
dovm position
Take "blood pressure medicine"
each day
Keep a list of questions on
bulletin board

Discuss concerns about high
blood pressure
Arrange bleod pressure pills in egg
cartor. each week to help In remem¬
bering to take medicines
Explain reasons for both ankle swel¬
ling and varicosities and ways to
reduce ankle "swelling"
Veigh twice a month and keep record
Inspect feet and legs during each visit
Visit each week on

'’ear support hose each day
Elevate legs when sitting
Avoid prolonged standing or slttin
with legs down (eg. If riding in
car, stop frequently for short •••'1

Agreement will be reviewed each
week and changed as needed.
Roth will agree on termination
Signatures: __

This Is not a legal
document.
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An Informal ''rltten Contract
Nurse-Client Contract (Agreement)
Goals: To lose weight at the rate of 4-5 ?’s the first week and 2?/veek
until the goal of 160 '■} Is reached.
To recognize situations In which feelings of anxiety occur, and to
manage feelings more comfortably
To become more confident and assertive in matters of every-day living
Nurse Responsibility

Client Responsibility

Dlscusfe alternative group sessions with
descriptions, advantages etc.
Assess present nutritional patterns
Teach relationship of exercize and
weight reduction.

Make decision about approach that Is
most realistic and deslreable
Describe eating patterns, and
situations
Try to distinguish "empty feelings"
and hunger
Think of possible substitutes for
food
Take at least a l/2 hour of exercis;
each day
Practice "putting off" the time for
eating and making decisions not to
eat.

Help to recognize wymptoms of anxiety
Explain how anxiety can be controlled
nad lived through
Teach relaxation exercises

'•lien feeling anxious, substitute
usual feelings of escalation in in¬
tensity with thoughts of saying,
"it's anxiety, It will pass" or
a prayer at these times

Help to become more assertive
Describe difference between assertiveness
and aggressiveness
Help to develop strengths

Practice making decisions, by
first clarifying the alternatives
and "talking it over" with another
person
Make a list of strengths and goals
Reestablish friendship with at least
on person

Help to develop strengths

Plan will be reviewed each week and
revised as needed.
Termination will
be a mutual decision, planned at least
two weeks In advance of the time of the termination.
Signed :
___

This is not a legal document
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A Formal "rltten Contract
Nurse-Patient Contract
Ms.
and
H.N. have dicsussed each of the
following goals and responsibilities as a way of managing the present health
concerns. Tien the goals for care are reached, the relationship will be termina¬
ted, or a new agreement will be made.
Coal: To gain strength in order to resume usual activities.
Nurse will:
Client will:
Explain neeJ for high protein
Increase Intake of foods'with high
foods and Vitamin C In diet and for
protein and Vitamin C
rest periods between meals.
Lie down for 1/2 hour twice a day
Explain need for ambulation
”alk increasing distance each day
Explain use of ’’iron pills”
Take "iron pill” each day
and side effects
Goal: To learn how to change colostomy bag and how to prevent problems related
to colostomy
Consult with "stomal therapy nurse"
Have equipment ready for changing
colostomy bag, and supplies for 1 • k.
Teach and/or reinforce teaching
Head pamphlets and list questions
related to colostomy care (eg. ManageDiscuss concerns about colostomy
aent of gas, odors, clothing etc)
care
Obtain information about local "ostomy" Consider a schedule that would be
group
deshnable for irrigations etc.
Discuss possibility of meeting
a person who has had a colostomy for
several months
Goal? To return to work as soon as possible, at least part-time
Discuss specific concerns
Discuss any situations anticipated
to be "problems"
Contact nurse at place of employment
and arrange meeting
.
...
.. .
, .
Review nutritional diet for
Discuss any adaptations that may be
colostomy control
necessary at work.
Signed^

This is not a legal contract
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CLIENT-FURS5 CONTRACT

♦

Date
accomplished_Goals_Activities
To undejstrand how high
blood^afleets body
function

_Responsibility

Discussion of the
physiologic effects
of hypertension

N,C

Provide reading
materials

N

Question-answer
sessions
To understand the reason
for antl-hypertenslve
medications

To maintain blood
pressure at levels
between_and

N,C

Explain the rationale
for _ and
___and
and.-, the reason for
adding foods con¬
taining potassium,
and decreasing foods
containing sodium

N

Review of dietary
patterns

N,C

Teach a member of the
family to take blood
pressure weekly
Attend blood pressure
clinic monthly

To manage periods of
stress at work

Explain the relation¬
ship of stress to
blood pressure changes

N
C

N

Practice relaxation tech¬
niques, and recognize sub- C
Jectlve feelings related
to stress
Learn exercise routine
for use dally

To evaluate progress

Maintain a record of wt.
B.P. and exercise

Length of contract
Signatures: Client
Nurse

Date
Date

N,C

APPENDIX M
Original Version of Client Questionnaire
and Letters, Forms Used in the Pilot-Testing Phase

294

295

August 10, 19°1
Dear Client of the Visiting ITurse "Service,

As a Professor of ITurslng at the University of Massachusetts,
I have prepared a questionnaire to measure patient satisfaction.
3efore I actually use this questionnaire in a clinical study, I need
the help of people like yourself so that I will know l) if the
letter and questionnaire are clear and acceptable, 2) how people feel
about responding to this questionnaire, and 3) any suggestions related
to the content or the form of the questionnaire.
Please assist me by reading the letter and questionnaire
which are enclosed, and then complete the "Client Response Theet".
You will notice that there Is no place for your name so that your
responses will be completely anonymous,
"hen you have finished,
place “the letter, questionnaire, and "Client Response rhset” in
the enclosed envelope.
Thank you very much for your time and opinions so that the
questionnaire will be a good measure of patient satisfaction. If
you would like to know more about the study that I will be con¬
ducting please let me know.
Again my appreciation for your participation in this
phase of the project.
Sincerely,

Ann Sheridan, R.!T. B.S. M.S.,
Assistant Professor of ITurslng
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CLITUT RTTPOUlg f?HTTT

A. Please begin by reading the letter and then answer the following
questions.
1. Is the letter clear?

Yes_ jto_Unsure

2. After reading the letter, would you be Inclined to:
Complete the questionnaire_
Hot answer the questionnaire*
Un sure_
3. Are there any changes th:-. t you would advlr-

lr. the letter?

2. Then read the directions for answering the first section of the
questionnaire.
1. Are the directions clear?

Yes_Yo_Unsure_

2. Try answering a few questions In each part of the questionnaire,
and mention any problems that you nay have with this task.

3. Next, review the questionnaire and beside each question, write
your opinion by using the following code:
3=question is Clear
or
U-rquestion is Unclear
Here is an example:

I=qaestion Is Important
or
N=question is "ot important
The nurse was friendly.
3, I.
(this question is clear and important
to patient satisfaction)

Note: You do not need to answer the questions but you may find this
helpful In deciding on the clarity and Importance of questions.
D. Lastly, please include any suggestions, opinions, or Ideas for this
questionnaire that are related to patient satisfaction/dIsatlsfactlon.
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c/n/vefiUty-

ytf/aMacJuiAe//±'

S$m/u’r±6 0/003
SCHOOL OF NURSING

October 25, 1981

Dear Client of the Visiting ITurse Service,
As a Professor of Mursing, I have been working with the nurses
and directors of the Visiting ITurse Agencies in the cities and towns
of "estern Massachusetts to find ways to maintain nursing services of
the highest quality.
In order to do this, it is important to under¬
stand the level of satisfaction of people like yourself, who are now
receiving nursing services at home,
~ince you,*or someone in your
home, have been or are still being visited by a nurse, you are an
ideal person to provide valuable information and suggestions.
Perhaps
your nurse mentioned that you may be selected to receive the enclosed
questionnaire.
Please help by completing the survey, so that the results
will be accurate, beneficial, and representative of how people feel
about home nursing services in the communities of "estern Massachusetts.
You will notice that there is no place for your name anywhere on the
questionnaire, so that your answers will be completely anonymous.
If
you have any questions about the survey or about any items on the
questionnaire, please call me at either of the numbers listed below.
The questionnaire will take about twenty minutes or so, to
answer.
Please respond to each question, and when you are finished,
place the questionnaire in the envelope provided, and return it within
the next ten days.
At the same time, send the postcard separately, so
that I will know that you have mailed the questionnaire.
Thank you for taking the time to share your opinions and
ideas.
These will indeed help nurses to provide the best possible
services to people in the Vestern Massachusetts area of the Commonwealth.

Very Sincerely,

Telephone:
Home: 737-7917
U Mass: 5^5-0^05
^

.Ann Sheridan, R.M., 3.S., M.3.,
Assistant Proffessor of Mursing
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DIRECTIONS:

Please read each statement and then Indicate how much
you agree or disagree by making a circle around the
answer which reflects your opinion.
There are no
"right” or "wrong" answers, only those which represent
your true feelings about each item.
There are five possible answers:

SD=Strongly
•Disagree

D=Dlsagree

3A=:Strongly
Agree

A=Agree

U=Undecided

Per example:
I felt comfortable talking to the nurse.

SD

A

U

3A

(The circle around"D" means disagreement wl th the statement.)
1. The nurse knew what to do for me.

3D

D

D

1

SA

2.

3D

D

U

A

3A

3. The nurse did not know as much as I expected.

SD

D

u

A

SA

A.

I feel satisfied with the knowledge of the nurse
about my particular health probleas.

SD

D

u

A

SA

5.

The nurse knew how to do what needed to be done
for me.

SD

D

u

A

SA

5. The nurse lacked skill when using equipment and
techniques.

SD

D

u

A

SA

7. The nurse assumed many responsibilities related
to my health care (eg. physical care, teaching etc) SD

D

u

A

SA

3. I feel satisfied with the skills of the nurse.

3D

D

u

A

SA

9. The nurse cared about ms as a person.

3D

D

u

A

3A

The nurse could "put herself In my shoes" in
understanding my feelings.

3D

D

u

A

3A

The nurse resmected my needs for privacy/
confidentiality.

SD

D

u

A

SA

lO.

1.

The nurse anticipated many of ay needs for help.
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53= strongly 3=DLsagree Usl'ndecLdecT i=A ,"r®9 n= -tror.gly
Disagree
Agree
12. "he nurse spent a great deal of time discussing
things unrelated to ay situation.

S3

D

u

A

31

13. I feel satisfied with the nurses' attitudes
toward me.

S3

D

D

A

SA

14. The nurse explained things to my,satisfaction.

3D

D

3

A

3A

15. The nurse listened carefully when I talked to her.

3D

D

7

A

3A

15. I feel satisfied with the way the nurse communi¬
cated with me.

SB

D

r

A

SA

17. The nurse rarely cancelled appointments.

3D

D

7

A

31

13. The nurse told ae how she could be reached be¬
tween visits if necessary.

3D

D

U

A

SA

.9. I was satisfied with the availability of the nurse. 3D

D

3

A

2.1

23. The nurse was confident in herself.

33

D

D

A

31

21. The nurse was a friendly person.

3D

D

7

A

31

?2. The nurse had the appearance of a professional
person.

3D

D

7

A

31

23. I feel satisfied with the personal qualities
of the nurse.

3D

D

7

A

31

T4. I learned as much as I wanted to learn about my
health care.

3D

7

7

A

31

*5. I didn't lean very much about how to stay as
healthy as possible, (proper diet, exercise, rest). SD

D

7

A

31

25. I did not learn how to cope with experiences re¬
lated to my health.

SD

D

7

A

SA

17.

I learned how to do things for myself that I
didn't know how to do before.

3D

3

7

A

2A

-a

- discovered strengths that I didn't know that x
had •

3D

D

7

31
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SB=3trongly 3-31sagree 3=Undeclded A=Agree 3A=Stronvlv
T>1 Co r-T'o n

*C'

SB

30. I feel satisfied with what I have learned.

S3

3l. I worked with the nurse to Identify my needs
for health care.
32.

33.

3

CO

29. I understand more about myself as a person
than I did.

A

3

u

A

3A

S3

3

u

A

SA

I knew what ray role/responslbillty was for ray
health care.

SB

3

3

A

SA

I knew what the nurse’s role/responslbillty
was for my health care.

S3

D

3

A

SA

3

A

SA

3

A

SA

3

A

SA

34. I feel satisfied with the way the nurse and I
worked together.

S3

35. I feel that my opinions and Judgements were
respected.

S3

3

3

-t*

3

36. I felt that I could not discuss some of the
things that bothered me the most about ray health.

S3

37. I feel satisfied with the working relationship
that I had with the nurse.

S3

3

3

A

SA

38. I was actively Involved In making plans for my
health care..

33

3

3

A

SA

4C. I was actively Involved In making decisions which
affected by health care.

S3

3

3

A

SA

41 . I assumed as much responsibility as I felt was
possible in ray health care.

S3

3

3

A

SA

42.

I feel good about my participation In my health
cars..

S3

3

3-

A

^A

'O.

I am satisfied that my most Important health care
needs were identified.

S3

3

TT

A

SA

•44.

I feel satisfied with the way ray health care
goals were decided on.

S3

D

3

A

SA

S3.

VS

3

4?. I am pleased about the way that ray health care
neadn hav: been met •( or arc heirs met)

3

■'
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ID^ltrongly ^Disagree r^ndeclded A=Agree "A—tror.gly
Disagree
^grao'"
45. I fee], satisfied with the outcomes of
the visits by the nurse.

\ SD

D

U

A

SA

Please answer the next six questions very briefly:
47. Approximately how many visits did the nurse make to your home during
the last three months?_
48. *."hat were the major reasons for the home visits?

49. "hat satisfied you the most about the nursing services?

50. "hat satisfied you the least about the nursing services?

51. If you could change anything about your nurse and/or nursing care, what
would you change?
/

52. If you have any comments or sugge. stions about the nursing services
you received, please Include them here.

(over)
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Dlnally, would you answer these last questions by putting a circle around
the number that best describes you or your opinion.
53. 'That Is your age?
1. under 21
2. 21-40
3. 41-60
4. 61-80
5. over 90

54. "hat Is your marital
status?
1. single
2. married
3. widowed
4. divorced
5. separated

55. ‘liat is your sex?
1. female
2. male
56. 'liat Is your ethnic gro-.
1. Black
2. Hispanic

3. ri^ite
4. Other_
57. 'Slat Is the last level
of school completed?
1. grade school
2. high school
3. college
4. other
SO.

53. How long have you
lived in this com¬
munity
1. less than 1 year
2. from 2-5 years
3. from 6-10 years
4. tore than 10 years

59. "hat kind of health
Insurance do you have?

How often do you visit 5l. How would you describe 52
a medical doctor?
your health?
1. at least once a year
1. excellent
2. 2-5 times a year
2. good
3. 6-10 times a year
3. fair
4. more than 1C tines
4. poor
a year

64.
53. How much help do you
usually receive :ach day
for daily health and hygiene?
1. a great deal
2. a noderate amount
3. a minimal amount
4. none at all

How long ago was your
last hospitalisation?
1. less than a month
2. 1-6 non the
3. 6 nonths-1 year
4. 1-3 years
5. more than 3 years

56. Do you think that
67.
the cost for the services
by the nurse Is:
1. too much
2. too little
3. Just about right

"ould you recommend
the services of this
agency?
1. yes
2. no
3. undecided

How nuch help do you
need to manage daily
routines for health and
hygiene?
1. a great deal
2. a moderate amount
3. a minimal amount
4. none at all

65. "hat is your annual
income ?
1. less than *6,000
2. n.OOO-ns.OCO
3. }15,000-*30,000
4. 33C,000-250,000
5. over *50,000

Again, thank you very nuch for your help.
Sincerely,
Ann Sheridan 1.".
"liversLtv of Massachusetts

Amherst, Massachusetts

APPENDIX N
Follow Up Letter to Clients
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%e womanAn'wearfX\6^yfZaUac^uie^
t/fi/irrSf/y

ZZ/MarZ(/Sr//s

ZVwZrrS/ o/crj
SCHOOL OF NURSING

January 4, 1982

Dear Client of the Visiting Nurse Service,

Before the holidays, a questionnaire seeking
your opinions about the visiting nurse services in restern
Massachusetts was mailed to your home.
If you have had
a chance tc answer the questions, and return it to me,
please accept my sincere thanks.
But, if you have not
already done so, kindly respond as soon as possible so
that your ideas and opinions can be included with those
of others.
In this way, the results will be as ^ccurete
as pose'bis.
T an. enclosing another questionnaire for
your convenience in case that you did not receive one,
or it has been misplaced.
Again, I greatly appreciate your help and
extend to you best wishes for pood health and happiness
in 1982.

Very Sincerely,

Ann

Sheridan

APPENDIX 0
Summary Statistics of Satisfaction Scores
Broken Down by the Criterion Variables of:
Group, Locus of Control and Dimension of Satisfaction
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Summary Statistics of Satisfaction Scores Broken Down
by the Criterion Variables:
Group and Locus of Control
Criterion Variables

Mean

Standard Deviation

Total Satisfaction
Total (N=21)
Internal (N=9)
External (N=12)

Group 1
40.2381
50.111
32.8333

13.2548
9.4927
10.6927

Total (N=56)
Internal (N=42)
External (N=14)

Group 2
37.3571
37.1905
37.8571

11.4977
10.7686
13.9000

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
37.7027
39.8000
36.2727

13.6880
13.2493
13.9473

Total (N=21)
Internal (N=9)
External (N = 12)

Group 1
15.0000
17.8889
12.8883

4.8683
3.9826
4.4279

Total (N=56)
Internal (N=42)
External (N=14)

Group 2
13.2143
12.7857
14.5000

4.2798
3.7646
5.5157

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
12.3649
13.2000
11.7955

4.3967
3.9948
4.6083

Group 1
12.7143
16.8889
9.5833

5.6138
3.8224
4.6604

Satisfaction with Nurse

Satisfaction with
Nursing Process
Total (N=21)
Internal (N=9)
External (N=12)
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Criterion Variables

Mean

Standard Deviation

Satisfaction with
Nursinq Process
Total (N=56)
Internal (N=42)
External (N=14)

Group 2
12.3571
12.5238
11.8571

4.5264
3.6907
6.5850

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
12.3649
13.2000
11.7955

4.3967
3.9948
4.6083

Total (N=21)
Internal (N=9)
External CN = 12)

Group 1
12.5238
15.3333
10.4167

4.5565
4.0000
3.8485

Total (N=56)
Internal (N=42)
External (N=14)

Group 2
11.7857
11.8810
11.5000

4.5155
4.6497
4.2381

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
11.6216
12.5000
11.0227

5.3011
5.3418
5.2495

Total (N=21)
Internal (N = 9)
External (N=12)

Group 1
13.2381
16.7778
10.5833

5.1952
3.5629
4.6799

Total (N=56)
Internal (N=42)
External (N=14)

Group 2
12.8393
13.0952
12.0714

4.3517
4.3438
4.4456

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
12.2568
13.1000
11.6818

4.7688
4.1717
5.1025

Satisfaction with Outcomes

Satisfaction with
Relationship
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Criterion Variables

Mean

Standard Deviation

Satisfaction with
Involvement
Total (N=21)
Internal (N=9)
External (N = 12)

Group 1
7.1429
9.1111
5.6667

2.8335
2.2048
2.3484

Total (N=56)
Internal (N=42)
External (N=14)

Group 2
6.5357
6.5714
6.4286

2.5582
2.4904
2.8478

Total (N=74)
Internal (N=30)
External (N=44)

Group 3
6.3243
6.8667
5.9545

2.9335
2.9212
2.9171

APPENDIX P
Guide

for Nurse-Client Contracting
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GUIDE FOR NURSE-CLIENT CONTRACTING
A.

Initial Visit:
1.

Focus on Assessment

Introduction
a. Name clarification, e.g., my name is
and I am (position) _ from (agency)
Exchange preferences for names to
address each other.

2.

b.

Reason for visit, e.g., nurse from hospital
called, doctor sent a referral, your
daughter called, etc.

c.

Clarify role, e.g., work with you and fam¬
ily to stay well or get better or be as
comfortable as possible.

d.

Clarify approach . . . explain the sequence
of this visit . . . and rationale.
I will
ask several questions about your health.
ask you to fill out forms
examine . . . take BP or vital signs,
etc.
discuss your concerns as well as what
I may see as problems or concerns from
my point of view
discuss how we can work together for
your health, and to make the most of
the time we spend together at each
visit

Assessment
a.

Proceed with health history, partial or
complete physical examination.
End with
your findings as you see them at that time,
that is, the beginning of the problem list
or statement of nursing diagnosis.

b.

Validate these with the patient/family and
ask, "If you were to say what concerns you
most about your health (family health) what
might those concerns be?"
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c.

Reclarify role by reaffirming that you are
available to help the patient to manage
any concerns related to health, not just
the specific reason for the first visit.

3.

Care for immediate concerns/problems/needs, en¬
couraging the patient to participate actively.

4.

Planning for next visit.
a.

Summarize visit, and add another invitation
to think of any other concerns about health
or illness, no matter how irrelevant they
may seem.

b.

Prepare for next visit by saying, "When I
visit the next time we will talk about
plans for your health care and the respon¬
sibilities that we each need to take . . .
when we are making the plan, we need to
have goals to work toward, for example
... it seems important for you to be in
the best possible condition for having your
baby . . . or to be able to do range of
motion exercises with your mother ... or
to feel comfortable with decisions about
setting limits for _, or to learn how
to firm up your abdominal muscles, or to
learn how to manage food selection when
away from home, or to understand the rela¬
tionships between food, exercise and insu¬
lin.
Example should be relevant to the
situation, but not complete.
Having the
patient use the stem "I would like to
. . ." is one way of having patients iden¬
tify all those things that they would like
to accomplish or see happen as a result of
working together.

c.

Ask the client to write down any additional
concerns, and the goals that "you would
like to work on for the next few weeks (or
months)."
Explain that on the next visit
the plan will be decided on together in the
form of an agreement or a contract for your
health.
Mention that you will explain more
about this process, and respond to any

312

questions that arise at this time.
3.
B.

Set the date and time for the next visit.

Second Visit:

Focus on Planning and Implementation

1.

Reassessment with interim history and progress
since last visit.

2.

Brief summary of previous visit, e.g., talked
about concerns, plans, etc., and working to¬
gether for your health.

3.

Introduction of contracting.

4.

a.

Purpose:
why you want to do it, for exam¬
ple:
learned that clients like to be in¬
volved
learned that clients like to have
things written down
clarify responsibilities to each other
trying out this method as a way of
having patients (family) become ac¬
tively involved in health care
beginning to use this method because
other nurses have found it to be
effective

b.

Explain how it works:
write down all those things that are
important concerns for you
share the goals that we feel are real¬
istic within a certain time
decide how each of us will be respon¬
sible for reaching these goals
decide on how much time may be needed
to accomplish these goals writing the
plan together
signing the agreement as a way of con¬
firming that we have a commitment to
achieve these goals

Proceed with contracting
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C.

D.

a.

"It may be helpful to go through the pro¬
cess to see what I mean."

b.

Take the initiative to share some of the
goals that would ordinarily be included in
the nursing care plan.

c.

Encourage the client to share goals.

d.

Suggest ways that you can assume responsi¬
bility for reaching goal and invite patient
to do the same.

3.

Either write a "rough draft" with the client
at this time, or suggest that you do this in
preparation for the next visit.
Maintain sen¬
sitivity to the client's reaction to the pro¬
cess and invite responses and reactions.
Reaf¬
firm that it is not a legal contract, but a way
of working together.

6.

Accomplish specific tasks and translate into
goals and responsibilities as an example of
the contract or agreement in action.

7.

Plan for the next visit.

Third Visit:
Focus on Reassessment, Planning,
Implementation, Evaluation
1.

Review the contract and change anything that
seems to be in need of change.

2.

Sign the contract and encourage the client/fam¬
ily to do the same (emphasize that signatures
indicate agreement with the plan).

3.

Proceed with implementation.

Fourth Visit:
Process
1.

Focus on All Phases of Nursing

Use the contract as a basis for the visit, dis¬
cussing progress toward goals and carrying out
responsibilities, e.g., teaching, counseling,
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results of referral, or consultation with other
health professionals, direct physical care,
discussion of new concerns, advocacy, etc.
E.

F.

Subsequent Visits:
Continue to Use the Contract
as a Means of Maintaining a Helping Relationship
within the Context of Nursing Process
1.

Continue to use the contract as a means of
maintaining a helping relationship.

2.

Evaluate progress toward goals emphasizing
strengths, skills and growth that is occurring.

3.

Encourage further identification of needs/con¬
cerns and new goals as changes occur.

4.

Add new goals and responsibilities to contract
or negotiate a new agreement.

3.

Make plans for termination (at least two vis¬
its prior to last visit) with assessment of
need for continued service.

Last Visit:

Focus on Evaluation and Termination

1.

Review contract.

2.

Make transition to self-care and management or
care by another (professional, family, other).

3.

Summarize experience of working together and
encourage patient to do the same.

4.

Conclude the relationship.

